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EXPERIMENTAL INVESTIGATIONS OF PARODONTAL DISEASE 


VI. FURTHER CLINICAL STUDIES OF SUGAR-CANE GNAWING IN TREATMENT OF 
GINGIVAL DISEASE 


J. D. KING, Ph.D., D.P.D., L.D.S. 
Director, Dental Research Unit, Medical Research Council, King’s College Hospital Medical School, London 


Three previous reports have dealt with the aetiology, 
prevention, and cure of a form of parodontal disease in the 
laboratory ferret associated with dental calculus (King, 
1944, 1945; King and Glover, 1945). The experimental 
findings clearly showed that, even in the presence of a 
nutritionally adequate diet, severe parodontal lesions 
occurred in this animal in the absence of supplements of 
short lengths of dietary bone plus muscular, tendinous, and 
periosteal attachments. Disease of the gum, and later of 
the periodontal membrane and alveolar bone, was in fact 
due to irritation and injury by deposits of tartar. Preven- 
tion of both calculus deposition and gingivitis, and 
eradication of these conditions when established, were 
effected by the friction provided by bone-gnawing, the 
importance of retaining muscular and other attachments 
being their inducement to gnawing of the bone by the 
ferrets. In other words, tartar deposition and parodontal 
disease were prevented or eliminated by adequate friction 
of the teeth and gingivae. . 

Some means was then sought of applying the animal data 
to the problem of parodontal disease in man. On the basis 
of unofficial reports that certain Jamaican natives were 
relatively free from gingivitis, it was considered that their 
habitual consumption of sugar-cane might be responsible— 
in short, that such apparently good gingival health might 
in fact be due to the same mechanical action (friction) 
operative in the prevention and cure of the ferret disease 
by bone. Supplies of sugar-cane were obtained and a 
preliminary investigation was made of the effect of cane- 
gnawing in the treatment of gingivitis in adults and 
institutional boys (King, 1947b), the main findings being 
summarized as follows : ; 

1. The most striking results of the 7—-8-week tests were the 
extremely rapid cessation of bleeding and soreness of the more 


severely diseased gingivae and the marked improvement in 


dental and interdental hygiene in all cases after daily gnawing 
of short lengths of longitudinally split sugar-cane. 

2. The degree of resolution of the lesions was, however, 
largely devendent upon the extent to which the cane was able to 
remove dental calculus and to counteract any other sources of 
irritation. When calculus deposits were relatively slight and 
soft, recovery of gingival health could be achieved by sugar- 
cane therapy alone, but in the presence of heavy accretions of 
hard tartar resolution of the gum lesions was limited to cessa- 
tion cf bleeding and soreness (at least temporarily), defensive 
epithelial proliferation, and increased leucocytic activity. 

3. The findings suggested that the beneficial effects of gnawing 


Sugar-cane were associated with mechanical cleansing of the 


teeth and interdental spaces, removal of the soft tartar and 
superficial necrotic gum tissue, and stimulation of the natural 
defence reactions of the gingivae, due to friction of tooth and 
gum by the cane fibres and bark. At the same time increased 


salivation and certain chemical or even antibacterial properties 
of the expressed sugar juice may have played a part in one or 
more of the recovery processes. : : 


The present report mainly concerns the findings of, a 
second clinical investigation on two further groups of ‘boys 
from the same institution in which attempts were made to 
eliminate the tartar factor by dental scaling prior to cane 
therapy, and a comparison between the results of this and 
the previous study. 


The Investigations 

The examination methods and criteria were identical 
with those previously described, being confined to the 
incisor and canine regions of the denture (King, 1947b). In 
the second investigation, however, the teeth of both test and 
contro] groups were thoroughly scaled immediately before 
the experimental period of eight weeks began. In the latter 
study also, to avoid refrigeration, the Nigerian sugar-cane 
used was preserved by canning, which involved exhaustion 
of the cane-filled cans by steaming for 30 minutes, followed 


Lower jaw. Upper jaw. 


Diagram of method of using sugar-cane. G, gum; ‘T, tooth; 
B, bark of cane; F, fibrous core of cane. Pieces of cane 2-4 in. 
(5-10 cm.) long are slit longitudinally, thus enabling the teeth to 
bite into the fibrous pith of each half-piece. The direction of the 
biting stress, shown by the arrows, is approximately at right angles 
to the labial gum margin, and the frictional force reaches its 
maximum when the teeth and gingivae come into contact with the 
inner aspect of the sugar-cane bark. Each test subject received a 

iece of cane daily, one half for the upper and one haff for the 
ower jaw. 


by reheating of the sealed cans for a further two hours. 
The method of using the cane is illustrated by the accom- 
panying diagram, and was identical in both investigations. 
The numbers of-subjects in the various experimental and 
control groups are shown in the Table. _ 


1. Pre-experimental Data 
It is first of interest to consider the clinical State of the 
subjects before the sugar-cane and other tests began. The 
condition of the lower anterior gingivae was similar in both 
investigations, but in the two groups of boys of the second 
study the average degree of gingivitis in the by A a 
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Table showing Effect of Gnawing Sugar-cane on Gingival Haemor- 
rhage. Ist (Raw Cane, no Preliminary Scaling of Teeth) and 
2nd (Canned_Cane, with Preliminary Scaling) Investigations on 
Institutional Boys 


Ist Investigation* . 2nd Investigationt 
Raw “cane Canned 
ys. Scaling ling 
(No Controls) (11 Boys) (i2 Boys) 
No. Regions No. Regions | No. Regions 
of with of with of with 
Gum Haem. Gum Haem. Gum Haem 
Regions | —— Regions Regions |——— 
Tested |No.| % Tested |No.| % Tested | No. 
Upper jaw: 
foreexpt.| 111 8]; 7:2 65 17 | 26-2 68 21 | 30-9 
After expt. lll 2 1-8 65 7 | 10-8 68 18 | 
Difference 5-4 15-4 4-4 
Lower jaw: 
Before expt.| 112 46 | 41-1 66 33 | 50-0 72 39 | 54-2 
After expt. 112 8 7-1 66 6} 91 72 31 | 43-1 
Difference 34-0 40-9 11-1 
Both jaws: 
Before expt.| 223 54 | 24-2 131 50 | 38-2 140 60 | 42-9 
After expt. 223 10} 45 131 13 | 99 140 49 | 35-0 
Difference 19-7 28-3 7-9 


* Ist investigation on boys of 15-16 years. 2nd investigation on boys of 
14-15 years. 

was much greater. In other respects the oral conditions 
were comparable, the gingival lesions being of a severe 
non-ulcerative form associated with relatively heavy tartar 
deposits and/or grossly defective mouth hygiene. _ 


Relative Incidence of Haemorrhage from Upper and Lower 
Gingivae 

Comparison of the two investigations (see Table), 
made in the same institution but on different boys at 
different times of the same year, shows that the incidence 
of initial bleeding in the first study was 7.2% for the upper 
and 41.1% for the lower jaw. In the second investigation 
the respective percentages were 26.2 and 50.0 for one group 
and 30.9 and 54.2 for the other. There was, therefore, 
a considerable variation between the upper and lower 
anterior gingivae in respect of liability to haemorrhage on 
digital pressure, but in the second study the difference was 
much less marked owing to increased incidence of 
maxillary bleeding. For example, the group of boys 
of the first investigation showed nearly six times as many 
haemorrhagic regions in the lower as in the upper jaw, 
while in the two groups of the second the frequency in 
mandibular was less than twice that of the maxillary 
regions in spite of the slightly increased incidence of the 
former. These differences may have been related to the 
season of the year and the relatively high incidence of 
upper respiratory tract infections, such as the common 
cold, in the second investigation. There was also a slight 
variation in age distribution between the subjects of the 
two studies, those in the second being about one year 
younger, but there is no reason to suppose that this small 
difference was of any significance. 


Incidence of Tartar 


In the first investigation 85.7% of the lower but only 
23.4% of the upper anterior teeth showed evidences of 
tartar deposition. In the second study (both groups 
together) the respective percentages were 94.9 and 12.0. 
Both soft and hard varieties of dental calculus were 
included on the examination charts and, since it is difficult 
to differentiate between the former and food debris, the 
only possible comment is a suggestion that in the second 
study tartar was rather less prevalent on the upper teeth ; 
no significant differences were apparent for the mandibular 
teeth. It would seem clear, however, that the increased 


incidence in haemorrhage from the upper gingivae (see 
previous section) was certainly not paralleled by greater 
prevalence of tartar on the adjacent teeth. 


Association between Tartar Deposition and Gingival 

For the lower jaw, at least, both investigations Provj 
ample evidence in favour of such an association, as shown 
by the following findings: h 

(a) Ist Investigation —Of the 64 lower gum regions with 
bleeding 43 (67.2%) had little or no tartar on the adiacen 
teeth ; 
2nd Investigation—Of the 66 lower gum regions (both 
groups of boys) with no haemorrhage the figures Were 39 
(59.1%). 

(5) Ist Investigation—Of the 48 lower gum regions 
positive bleeding only 12 (25.0%) were free or almogt fine 
from injury by tartar ; 
2nd Investigation—Of the 72 lower gum regions (both 
groups of boys) with positive haemorrhage the Tespectiye 
figures were still lower—6 (8.3%). 


With regard to (a), there was little difference between the 
pre-test findings of the two investigations (,*=0.600 ay 
5> p>3), but consideration of (b) indicates a closer aSSOCiatign 
between presence of tartar on the teeth and liability of g 
adjacent gum to haemorrhage in the subjects of the 
study (x*=5.035 and 0.05>p>0.02). It is possible that inj 
later investigation the encroachment of tartar on to and beyond 
the gum margin was more extensive, or that the resistance g 
the gum tissues to such injuries was less. For the upper jaw tly 
low incidence of gingival bleeding (7.2%) in the first investi 
tion and of tartar deposits (12.0%) in the second study pre. 
cluded testing of the association of such conditions with an) 
degree of accuracy. Moreover, as indicated earlier, in th 
second investigation the much higher incidence of gum haemor. 
rhage in the upper jaw was not accompanied by an increase jp 
tartar deposition. 


Mouth-breathing 

In the first investigation 9 of the 19 boys were affected by 
nasal stenosis of tonsillar and/or adenoidal origin befor 
the cane-gnawing was started; none were then suffering 
from coryza. In the second investigation 14 of the 23 boys 
(7 in each group) had some nasal stenosis accompanied by 
coryza at the pre-experimental examination ; 8 of the: 
were chronic mouth-breathers (5 in the experimental ani 
3 in the-control group). 


Dental Caries; Abnormal Alignment and Occlusion 

The possibility that any of the observed gingival lesion 
might have been related to injury of the gum marginhy 
cervical or interstitial caries of the adjacent teeth was ds 
counted by. the absence of caries of the anterior teeth inal 
of the boys of both investigations before and during tk 
experimental period. 

Varying degrees of labioversion, linguoversion, ail 
torsion of the incisors and canines were seen in mos 
subjects, and abnormal positioning of the premaxilla an 
mandible was a common feature. In general, gingivl 
lesions were more prevalent when such conditions existed. 
In neither jaw, however, did there appear to be aij 
significant difference in incidence or degree of positioml 
or occlusal abnormalities between the three groups of boy 


2. Effects of Gnawing Sugar-cane, with or without 
Dental Scaling, on Non-ulcerative Gingivitis 


Dental Hygiene.—Rapid improvement in cleanliness 
the anterior teeth and interdental spaces was one of & 
first effects of gnawing sugar-cane, especially if the latt 
was in the raw state. This was noticeable, to the patients 
well as to the observer, within a short time of the inill 
application of cane to the teeth. The effect was particula 
obvious when preliminary dental scaling was carried of 
but was Also apparent when raw cane alone was used;! 
the latter case, however, the degree of cleansing of 
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‘teeth was largely dependent on the extent to which cane 
could dislodge calculus and other deposits. Further im- 
yement in dental hygiene occurred in the sugar-cane 
groups as the tests approached the eighth, and final, week 
of obsexvation. On the other hand, the control group, 
while showing improved hygienic conditions for the first 
few days after scaling, rapidly reverted to their previous 
dirty state, and by the end of the experimental period most 
of the boys were worse than before. It should here be 
stressed that there was an almost complete lack of personal 
dental hygiene on the part of the subjects of all three 
groups. 

Gingival Haemorrhage.—In confirmation of the previous 
report another very early response of diseased gum to 
sugar-cane was relatively profuse bleeding and slight sore- 
ness for about the first three days during the actual process 
of cane-gnawing. After this period the great majority of 
formerly susceptible gum regions rapidly ceased to be sore 
or to bleed either from the impact of sugar-cane or on 
firm digital pressure. For the boys receiving cane supple- 
ments, in the lower jaw at least, these findings held good in 
both studies irrespective of the method of cane preserva- 
tion or of preliminary dental scaling. Little or no improve- 
ment could be determined in the control group, which 
received treatment in the form of scaling only (see Table). 
For example, the percentage decreases in haemorrhagic 
regions in the lower jaw at the end of the experimental 
period were: 

1st Investigation —After sugar-cane only - 34.0 


2nd Investigation.—After scaling + sugar-cane 40.9 
After scaling only (controls) 11.9 


pro 


In the upper jaw, however, the differences between the 
cane and control groups were not so marked, although the 


’ former in the second investigation showed more than three 


times the slight improvement of the controls, the percentage 
decreases in bleeding regions being: 


Ist Investigation—After sugar-cane only 
2nd Investigation.—After scaling + sugar-cane 15.4 
After scaling only (controls) 4.4 


Colour, Contour, and Texture of the Gingivae.—As 
described in the earlier report, when raw sugar-cane alone 
was employed the degree of gingival recovery varied 
according to the extent to which the cane could dislodge 
the tartar and food debris from the cervical and approxi- 
mal surfaces of the adjacent teeth and from the interdental 
spaces. Evidence of these changes could be seen in the 
clinical condition of the gum surface and in the microscopi- 
cal appearance of the’ gingival capillaries (King, 1947a, 
1947b). For example, under favourable conditions 
previously diseased tissue passed through various colour 
gradations from bright red to bluish red and finally to the 
pale pink associated with health ; the glazed texture became 
matt and then stippled; and swollen, pocketed, and 
“everted” gingival margins became tightly rolled and 
finally thin and tapered towards the teeth. Such surface 
alterations were associated with certain well-defined changes 
in the epithelium and corium beneath and followed closely 
those observed in the parodontal tissues of the ferret (King, 
1944 ; King and Glover, 1945). With the addition of prelim- 
inary scaling of the teeth it was hoped that sugar-cane 
therapy would hasten or accentuate these signs of recovery. 
However, when this possibility was put to the test, using 
canned cane, the response was not as good as anticipated. 
Nevertheless definite epithelial defence reactions were seen 
in the sugar-cane groups, while the controls not only showed 
no such resistance but, indeed, became progressively worse 
a few weeks after the scaling. 


Tartar Deposition.—The first investigation demonstrated 
the removal of relatively soft tartar deposits from the labial 
and interstitial surfaces of the anterior teeth. The harder, 
more adherent accretions were only slightly affected by 
friction with the sugar-cane, but certainly no increase in 
amount of tartar could be detected during the eight weeks’ 
experimental period. A striking feature of the second 
investigation was the extremely rapid recurrence of calculus 
on the lower anterior teeth, particularly the incisors. 
Within three to four weeks of dental scaling appreciable 
amounts of fairly hard yellowish-brown tartar were ob- 
served. In the sugar-cane group these were almost entirely 
confined to the lingual and, to a lesser extent, the approxi- 
mal aspects of the tooth necks—areas relatively inaccessible 
to the cane fibres ; the labial tooth surfaces were compara- 
tively free from deposits. In the control group the forma- 
tion of tartar was, if anything, still more rapid, and was 
seen on labial as well as lingual and approximal aspects of 
the lower teeth. 

. Mouth-breathing and Coryza.—In the first investigation 
9 of the 19 experimental subjects were chronic mouth- 
breathers, but none suffered from the common cold during 
the period of observation. In the second study all of the 
21 boys (both groups) had colds for some part, and many 
for the whole, of the test period. 


3. Other Studies in Progress 


Sugar-cane, both raw and canned, is being used in the 
parodontal department of King’s College Hospital when 
supplies are available. In accordance with the experience 
gained with institutional and other subjects elsewhere, the 
general procedure comprises the use of cane-gnawing as 
an adjunct to the more usual forms of gum treatment and 
mouth hygiene. Non-ulcerative lesions associated with 
dirt and tartar are treated by scaling and one or two appli- 
cations of 3% chromic acid plus hydrogen peroxide irri- 
gation before beginning cane therapy. When considered 
necessary, gingivectomy and extraction .of loose, mal- 
occluding, or functionless teeth are carried out. In cases 
of gingival ulceration, such as Vincent’s disease, penicillin 
lozenges, 3% chromic acid plus hydrogen peroxide, and 
scaling are first employed to eliminate pain and eradicate 
the bulk of the necrosed tissue and other debris, sometimes 
supplemented by internal administration of nicotinic acid 
or nicotinamide. In short, cane-gnawing is used solely to 
apply friction to the teeth and interdental spaces for cleans- 
ing purposes and to the healing gum for stimulating epi 
thelial defence reactions and recovery of health. 


Discussion 


I have previously laid stress on the empirical nature of 
some of the procedures adopted for treating gingival 
disease and have ample clinical evidence that the over- 
enthusiastic use of drugs and of surgical intervention 
(gingivectomy) does in fact play no small part in producing 
a further breakdown in parodontal health, curable only 
by extraction of teeth. There is urgent need for reducing 
the frequency and strength of local applications of 
escharotics (chromic acid, copper sulphate, silver nitrate, 
phenol), of astringents (zinc sulphate, zinc chloride, tannic 
acid), and of oxidizing agents (hydrogen peroxide, sodium 
perborate). In this respect, at least, sugar-cane therapy, 


‘if introduced at a relatively early stage, may help to 


relieve the necessity for these more dangerous forms of 
treatment. 

At the same time the underlying purpose and the limita- 
tions of cane-gnawing must be borne in mind. It is of 
value as a cleansing agent, for stimulating tissue resistance, 
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and for encouraging the return of the normal synchroniza- 
tion between surface denudation and replacement of the 
gingival epithelium. It has been stressed that only a limited 
area of the denture can be effectively reached by the cane : 
the lingual and palatal aspects of the anterior teeth and 
gingivae and all surfaces in the molar regions are relatively 
inaccessible to its frictional action. Even on the labial 
aspects of the anterior teeth heavy accretions of hard cal- 
culus must be removed by instrumentation before cane- 
gnawing can exert any marked beneficial influence on dental 
hygiene and gingival health. It is therefore relevant here to 
consider briefly the effects of dental scaling on gum disease 
in the present institutional studies. 

It seemed of prime importance to try to eliminate the 
causes of gingival irritation, one of the most important of 
which was dental calculus. However, the anticipated 
additional benefit of dental scaling prior to sugar-cane 
therapy was not entirely borne out by the experimental 
findings (see Table). For the upper jaw the controls were 
significantly worse than the other two groups by, it is 
believed, any method of comparison. Differentiation 
between the sugar-cane and the sugar-cane-plus-scaling 
groups is not so easy. The large difference between the 
percentages of haemorrhagic regions at the start of the in- 
vestigations makes it necessary to ignore the regions tested 
and use the bleeding areas, when we get the following 
distribution : 


Regions with Haemorrhage at 
End of Test Period 
+ - Total 
Sugar-cane group on on 2 6 8 
Sugar-cane + scaling group .. 7 10 17 
Total 9 16 25 


Applying the method of exact yx’ we find that the probability 
of a distribution as improbable or more improbable is 0.661, 
and it could therefore be concluded that there is no difference 
between the results from these two groups. In the lower jaw— 
where scaling might have been expected to have a much greater 
effect owing to the higher incidence of tartar—it is even more 
clear that there is no difference between the sugar-cane groups, 
each again being much superior to the controls. Similarly, pre- 
liminary scaling failed to accentuate to any marked degree those 
changes in colour, contour, and texture of the gum associated 
with favourable responses to cane-gnawing. 


Four main complicating factors may have contributed to 
this somewhat unexpected result. First, the process of 
canning, used in the second study for preserving the cane 
during storage, undoubtedly reduced its “hardness ”’ and 
may, indeed, have caused other important changes, chemi- 
cal as well as physical. Dental and gingival friction was 
correspondingly decreased. Secondly, the rate at which 
new deposits of tartar formed on the lingual and linguo- 
approximal aspects of the lower incisor teeth—areas little 
accessible to cane friction and close to the openings of 
salivary ducts—was so rapid as to be visible at the gum 
margin in appreciable amounts within three to four weeks 
of the original scaling. It is of interest that rapid recurrence 
of tartar after scaling also takes place in the ferret in the 
absence of dietary bone, and, indeed, the rate of re- 
deposition increases with the frequency of scaling (King 
and Glover, 1945). In this animal, however, there are 
parotid and retrolingual but no incisor salivary ducts, and 
bone-gnawing friction can reach all regions of the denture 
(King, 1945). Thirdly, the season of the year and the 


incidence of the common cold and other catarrhal infections 
may have played a part. The first study (sugar-cane only) 
was made in April-May and none of the subjects was 
affected by coryza during any part of the experimental 


~ 


period ; but in the second (scaling) investigation all Of the 
boys, both cane and control groups, had fairly severe 
during some part of the test. 
gained that the gingivitis was aggravated by Coryza (ef 
King, 1943). Fourthly, the.very inadequate persona] dental 
hygiene of these boys, accentuated by reduced cane friction 
due to the canning process, may have affected the Tesults of 
the second study. In the upper jaw, coincident with ¢9 
and mouth-breathing, direct irritation of the gingivae ma 
have been encouraged by such debris. In the lower jaw, to 
these effects may have been added provision of an environ, 
ment of assistance to the rapid building up of ¢alculus gp 
the adjacent teeth. 

Two further points deserve mention here. Any beneficig 
effects of cane-gnawing are believed to be largely agg 
ciated with friction of the teeth and gingivae. “As pointe 
out previously, the direction of the frictional force is from 
tooth to gum (see Fig.), just as in the case of bone-gnay; 
by the ferret. However, many periodontists, when pre. 
scribing digital or “wood-point” gum massage, adyig 
that the friction be applied in pretisely the reve» 
direction—from gum to tooth. Such advice cannot 
deprecated too strongly, since gum—>tooth massage seryq 
only to encourage irritation of the tissues by forcing debris 
still further beneath the gum. Finally, in no case of chronic 
or sporadic gingival haemorrhage would there seem to be 
any logical reason for using glycerin and tannic acid as q 
frictional lubricant: one of the aims of massage ig to 
encourage free circulation of blood and lymph, and the 
frequent use of tannic acid or other vasoconstrictors js 
therefore contraindicated. 

As regards future investigations, a large-scale prophy. 
lactic study is contemplated, with the object of determining 
whether or not the gnawing of sugar-cane by children soon 
after the eruption of their permanent incisor teeth will 
prevent the occurrence or mitigate the severity of gingivitis 
in later life. Many difficulties will have to be overcome, not 
the least of which are the lengths of experimental and 
follow-up periods, the proportion of subjects liable 
default, administrative and supervisory details, and storag 
and preservation of the raw cane without altering is 
physical or chemical consistency. However, if thes 
problems can be satisfactorily solved valuable informatio 
may be acquired concerning the effect of cane-gnawing on 
parodontal health. At the same time the cause and means 
of preventing dental calculus, a major factor in parodontal 
disease, still requires extensive investigation, since theres 
at present no effective procedure for its eradication in thos 
areas of the human denture where deposits are heaviest. 


Summary 


Two investigations are described and compared concerning 
the effects of sugar-cane gnawing on gingival disease in institt 
tional boys over a period of eight weeks. In the first study 
raw sugar-cane alone was given; in the second, two groups 
of boys received preliminary dental scaling, one group thet 
being given canned sugar-cane and the other remaining as’ 
control. : 

With both raw and canned sugar-cane early cessation of 
gingival haemorrhage was observed, but preliminary scaling d 
the teeth to remove tartar did not significantly accentuate this 0 
other signs of gingival recovery when canned cane was used. 
Possible reasons for this somewhat unexpected result are dit 
cussed. 

In the control group no significant improvement in gingivd 
health followed scaling of the teeth. 

It is suggested that the value of sugar-cane gnawing is largely 
limited to its cleansing effects and to stimulation by friction of 
resistance to injury of those aspects of the gingivae accessible 
to such friction. For the treatment of established gum lesiom® 
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‘ated with deposits of hard calculus, particularly in those 
ions of the denture inaccessible to cane friction, the develop- 
ment of other procedures is required. 
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SEROLOGICAL DIAGNOSIS OF EPIDEMIC 
INFLUENZA BY THE COMPLEMENT- 
FIXATION REACTION 


BY 


L. HOYLE, M.B., Ch.B. 
Public Health Laboratory, Nerthampton 
AND 


R. W. FAIRBROTHER, M.D., D.Sc., F.R.C.P. 
Department of Clinical Pathology, Royal Infirmary, Manchester 


Laboratory tests play an important part in the investigation 
of an outbreak of epidemic influenza, not only in confirm- 
ing the clinical diagnosis but also in determining the type 
of the infecting virus. There are two methods: (1) the 
isolation of the virus by culture or animal inoculation, and 
(2) serology. The direct isolation of influenza virus from 
cases of human influenza by inoculation of the ferret or 
the fertile hen’s egg is by no means always successful. 
Serological methods of diagnosis are therefore of great 
importance and have been much used. The virus neutral- 
ization test is too laborious and technically difficult for 
extensive use, but two other methods are available: (1) the 
complement-fixation test of Fairbrother and Hoyle (1937), 
and (2) the red-cell agglutination inhibition test of Hirst 
(1941, 1942). These two tests differ immunologically and 
do not always give comparable results. In recent years it 
has become evident that the complement-fixation test is 
more satisfactory than the Hirst test for the diagnosis of 
epidemic influenza, and the present paper summarizes the 
results of over ten years’ experience of the former. 

The agglutination of fowl red blood cells by the influenza 
virus is due to the virus particle itself and is inhibited by 
sera containing antibody against the particle. Individual 
strains of influenza virus A show differences in antigenic 


structure, and convalescent serum may inhibit red-cell 


agglutination by the infecting strain but have much less or 
no inhibiting effect on agglutination by other strains of 
virus A. The Hirst test thus exhibits considerable strain 
specificity. By contrast the complement-fixation test gives 
consistent results with all strains of virus A. Hoyle and 
Fairbrother (1937b) showed that the effective antigen in the 
mouse-lung extracts used in the fixation test was a soluble 
substance which could be easily separated from the infective 
virus particle. This observation has been repeatedly con- 
firmed (Lennette and Horsfall, 1940; Friedewald, 1943 ; 
Henle, Henle, Groupe, and Chambers, 1944). Suspensions 
of tissues infected with influenza virus usually contain 


antigenic particles of two different sizes, which sediment at _ 


different rates in the high-speed centrifuge. The larger 
particle, of diameter 80-100 mp, having a sedimentation 
constant of 600S, is the infective virus particle, while the 
smaller particle, approximately 10 my in diameter, with a 
sedimentation constant of 30S, appears to be identical with 
the soluble antigen (Henle and Wiener, 1944; Wiener, 
Henle, and Henle, 1946). Both particle& will give com- 
plement fixation with convalescent sera, but the fixation 
differs in character (Hoyle, 1945; Wiener, Henle, and 
Henle, 1946). The fixation given by the virus particle 
shows strain-specific phenomena comparable with those 
encountered in neutralization or red-cell agglutination 
inhibition tests, while that due to the soluble antigen does 
not. The soluble antigens of all strains of influenza virus 
A appear to be identical. For practical purposes it is 


desirable to use in complement-fixation tests an antigen . 


consisting predominantly of soluble substance, since this 


avoids the strain-specific phenomena shown by the virus 
particle. Antigens made from infected mouse lungs or 
infected egg chorio-allantoic membrane fulfil this require- 
ment, while antigens derived ‘from the allantoic fluid of 
infected hen’s eggs contain large amounts of infective virus 
and only small amounts \of soluble antigen (Friedewald, 
1943) and are therefore less suitable. 

The work described here has been done with the mouse- 
lung antigen first described by Fairbrother and Hoyle 
(1937). The original technique has been used with minor 
modifications (Hoyle, 1945).. The complement-fixation 
reaction was applied to influenza virus B by Francis (1940), 
and the results are similar to those given by virus A. 
Both the red-cell agglutination inhibition test and the 
complement-fixation test differentiate sharply between 
virus A and virus B, there being no antigenic relationship 
between either the virus particles or the soluble antigens 
of the two viruses. . 


Complement-fixation Titres of Norman Human Sera 


-The results of complement-fixation tests against the 
soluble antigen of influenza virus A given by random 
samples of normal human sera collected during inter- 
epidemic periods over ten years are shown in Table I, 


TaBLe I.—Complement-fixation Titres of Normal Human Sera 
against Influenza Virus A 


Series 

Titre 3 3 3 Total 

iS = = 

S| 

1:8 :.| 2|15| 26] 20) 17] 3] 5 
1:4 2 | 60! 77] 75|29| 10| 6| 24/14] 297 ° 
1:2 1 | 63| 56] 53}49| 9| 8| 58) 312 
Doubtful] 0 | 64 | 55] 63 | 44| 6| 5/17] 10| 264) Doubtful + 
(1:2) 
Negative | 0 | 96 | 81 | 86 | 69 | 15 | 24 |147| 62| 580) 844 = 54% 
Total.. | 5/300 |300 [300 | 46 | 45 |107 | 1,562 


which includes two series of results obtained by Martin 
(1940) using the same technique. It will be seen that the 
various series of results show a close correspondence. Of 
1,562 sera examined, 46% gave positive readings and 54% 
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Tasie I1—Complement-fixation Titres of Normal Human Sera 
against Influenza Virus B ' 


Series 
1 2 3 4 
Titre a s Total 
= 
ES 
¢|8e¢ 
52/52 | 53 a2 
| 28 | Z< | 
1:16 0 0 1 2 3 
338 .. 4 2 3 5 14 Total positives 
8 7 33 9 57 139 = 31% 
6 1 18 65 
Doubtful (1:2) .. 9 3 16 18 46 Doubtful + negative 
Negative .. we 19 32 157 55 263 309 = or, 
Total .. 46 45 250 107 | 448 


doubtful or negative readings. Only about 1% of the sera 
gave titres of 1: 16 or higher. Table II shows the results 
of similar tests with virus B. Of 448 sera examined, 31% 
gave positive and 69% doubtful or negative readings. Less 
than 1% of sera gave titres of 1 : 16 or higher. 

The age distribution of antibody against virus A was 
studied by Fairbrother and Hoyle (1937) and by Martin 
(1940). It was shown that children under 6 months old 
showed a similar antibody distribution to adults (pre- 
sumably maternal antibody is transmitted to the infant), but 
that after 6 months it was unusual to find antibody in the 
sera of young children. The incidence of positive sera 
increased with advancing age. 


Complement-fixation Titres of Convalescent Sera 
The complement-fixation titres of convalescent sera in 
five epidemics of influenza due to virus A and one epidemic 
due to virus B are shown in Table III. Similar results were 


TABLE —Complement-fixation. Titres of Influenza Convalescent 
era 


Virus A Virus B 
Epidemics Epidemic 
1 2 3 | 4 5 6 
= & 
Titre 3 Total 
| 
cS z 
zs 
1: 256 0 0 1 0 1 0 2 
1:128 0 9 1 0; 2 3 15 Positive 
1:64 0 | 13 1 3 5 4 26 > over 1: 16 Total 
1:32 1 | 14 2 2 3 2 24 | 88 = 64% positives 
1:16 2/10; 2} 4| 21 = 96% 
1:8 2) 11 4; 2 6 1 26 
1:4 0 8; 2] 4 0 14 
1:2 uote 0 1 0 3 0 4 
Doubtful 0 0; 2| O 1 3) 
(1:2) | ene + negative 
Negative 0 0; 0 1 2 0 3 6 = 4% 
Total | 65{ 14| 13 | 30; | 138 


obtained in all six outbreaks. Over 95% of convalescent 
sera gave positive complement fixation with the infecting 
virus, and 64% gave titres above the normal limits—that is, 
1:16 or higher. The test differentiated sharply between 
virus A and virus B; thus in the A epidemics the con- 
valescent sera showed an increased titre to virus A anti- 
gen but titres against virus B were within the normal range, 


and the converse was true in the B epidemic. Fairbrother 
and Martin (1938) studied the rate at which the high titres 
in convalescent sera returned to normal. A rapid fall in 
titre took place in the six months following infection and 
by one year all the titres were within the normal range. 
The above results show that the complement-fixation 
reaction can be a valuable diagnostic test in influenza. The 


test has been positive in over 95% of 138 convalescent sera.” 


and it is interesting to note that the few negative or doubtful 
results almost all occurred in the very mild outbreaks of 
1946 and 1947. The severe epidemics of 1937 and 1943 
gave 100% of positive results. In fact a negative 
complement-fixation reaction in a convalescent serum tends 
to exclude the diagnosis of epidemic influenza. Over 60% 
of convalescent sera give titres of 1:16 or higher, while 
these titres are found in less than 1% of normal sera, 50 
that a titre of 1:16 or higher is practically diagnostic of 
recent infection. 

It is to be noted that figures comparable with the above 
cannot be obtained by the red-cell agglutination inhibition 
test. Both normal and convalescent sera show enormous 
variations in titre by the Hirst test according to the strain 
of virus used, so that no normal base-line can be drawn 
and it is impossible to decide whether a given titre in a 
convalescent serum is diagnostic of infection. To make a 
diagnosis of influenza by the Hirst test it is essential to 
examine two samples of serum—one collected at the onset 
of disease and the ,other during recovery—in order to 
demonstrate a rise in antibody titre. The test is therefore 
much less convenient and reliable than the complement- 
fixation test. 


Comparison of the Complement-fixation Test and the 
Red-cell Agglutination Inhibition Test 


The Hirst test has been much used in the diagnosis of 
epidemic influenza, but it became evident in recent years 
that the results were inferior to those of the complement- 
fixation test. It was at first thought that this inferiority 
was due to antigenic differences between the strain of virus 
used in the Hirst tests and that responsible for the infection, 
and that better results would be given if the homologous 
virus could be used. Experience in 1946-7, however, has 
shown not only that this is not so but also that the homo- 
logous virus may in fact be less suitable for use in the Hirst 
tests than other strains. 

During the last year paired samples of blood serum from 
acute and convalescent cases of supposed influenza have 
been examined at the Northampton Public Health 
Laboratory. Some of the samples were received before 
the mild outbreak of influenza which occurred in the winter 
and were almost certainly not from cases of influenza. The 
sera were tested by complement fixation and by red-cell 
agglutination inhibition, using six different strains of virus 
A. The Salk (1944) modification of the Hirst test was used 
A fourfold increase in antibody titre was taken as diag- 
nostic of infection. The results are given in Table IV. 


TaBLeE IV.—Comparison of Complement-fixation and Red-cell Agglu- 
—— Tests in the Diagnosis of Epidemic Influenza 
irus 


Total pairs of sera examined 32 
Total positives (i.e., positive by any one or more tests) .. aa 18 
Positive by complement-fixation test _.. 16 
Positive by red-cell agglutination inhibition tests with: 
P.R.8 virus oe se 13 
Swine virus .. oe ae 12 
Melbourne virus... oe oe oe il 
D.S.P. virus én we os os ee ee as 10 
The complement-fixation test shows an obvious 


superiority over the red-cell agglutination inhibition test. 
In the Salk tests the best results were given by the ¥.R8 
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swine viruses. The Barratt strain, received. from Dr. 

c, H. Andrewes, was actually isolated from the mild 
epidemic of 1947, but gave results inferior to P.R.8 and 
‘ne viruses. It is of interest to note that the worst results 
in the Salk tests were given by the WS. strain of virus ; it 
was from this strain that the preparation of complement- 
fixing antigen used in the fixation tests was made. Table V 


: antitative Increase in Antibody Titre in 18 Cases of 
Te ee Virus A Infection as Measured by Complement-fixation 
and by Red-cell Agglutination Inhibition Tests 


Increase | Complement- Red-cell Agglutination Inhibition Tests 
fixation 
Test. P.R.8 | Swine| Barratt| Melbourne | D.S.P. | W.S. 
4 o o 0 | 
2 0 | 0 
2/0] 3 2 o | 2 
: 2 s | 4] 0 3 Be 
io ai 2 5 3 7 5 7 3 
2 2 o | 4 


shows the quantitative increase in titre of the positive sera 
measured by the complement-fixation test and by the six 
different Salk tests. In general the increase in titre as a 
result of infection was greater in the complement-fixation 
test than in the red-cell agglutination inhibition tests. 


Increase in Antibody Titre as a Result of Vaccination 


The rise of antibody titre as a result of the prophylactic 
inoculation of a vaccine containing a concentrated sus- 
pension of virus A of Australian origin was tested in 16 
individuals, using the complement-fixation test and Salk 
tests with P.R.8 and Melbourne viruses. The results are 
shown in Table VI. Considerable individual differences 


Twste VI.—Quantitative Increase in Antibody Titre in 16 Individuals 
Vaccinated against Influenza A Virus 


| Complement- Red-cell Agglutination Inhibition 
Increasein | fixation Tests 
tre Test 
| P.R.8 Virus | Melbourne Virus 
x128 . 0 | 1 
x 16. 0 2 0 
a 4 6 
3 2 | 
Noincrease .. | 6 3 | 4 
i 


occurred in the response to the vaccine. The rise of anti- 
body titre was greater.when measured by the Salk test than 
by the complement-fixation test. The antibody response 
to vaccination therefore differs from that due to infection. 
In infection the body is exposed to large amounts of both 
virus and soluble antigen and reacts to both stimuli. The 
vaccine, however, contains only small amounts of soluble 
antigen, and the antibody response is therefore small when 
measured by the fixation test. 


Discussion 


The most striking feature of the red-cell agglutination 
inhibition test is its strain variability. Results obtained with 
one strain of virus A may differ completely from those 
obtained with a different strain. This phenomenon is even 
more marked with strains of virus B. This strain variation 
renders the test unsuitable for the serological diagnosis of 
epidemic influenza, since the results are dependent on a 
chance antigenic relationship between the infecting virus 
and that used in the tests. By contrast the complement- 
fixation test is species-specific, distinguishing sharply 
between virus A and virus B but giving identical results 
with individual strains of virus A or virus B. On theoreti- 


cal grounds, therefore, the complement-fixation test should 
be more suitable for the serological diagnosis of epidemic 
influenza, and the work described in this paper shows that 
this theoretical superiority is in fact observed in practice. 

In view of the considerable differences in antigenic struc- 
ture between different strains of both virus A and virus B, 
the question arises what degree of difference from the 
classical strains would lead to a virus being regarded as a 
new species. We would suggest that the essential species 
characteristic is the soluble antigen. Any virus having a 
soluble antigen identical with that of the classical W-.S. 
strain should be regarded as a strain of virus A, while any 
virus having soluble antigen identical with that of the Lee 
strain should be regarded as a strain of virus B. 

The position of the swine virus is of interest in this con- 
nexion. On serological grounds there is no reason to regard 
the swine virus as anything other than a strain of virus A. 
Its soluble antigen is identical with that of the W.S. virus, 
and even in red-cell agglutination inhibition tests it is at 
least as satisfactory an antigen for the diagnosis of human 
infections as any human strain available. It might be main- 
tained that the swine virus differs from other strains of 
virus A in being avirulent for man, but in this respect it 
does not differ from the majority of laboratory strains, 
which as a result of adaptation to mice or fertile eggs have 
lost human virulence. If the soluble antigen is regarded as 
the essential species character, then the complement-fixation 
test becomes the essential criterion for the diagnosis of 
influenza outbreaks. It has obvious advantages for this 


purpose. The range of complement-fixation titres of normal. 


human sera is remarkably constant at a low level, while 
the majority of convalescent sera show titres above the 
normal range. It is advisable to examine two sera (acute 
and convalescent) from each patient, but a diagnosis of 
epidemic influenza can often be made by the examination 
of convalescent serum only. 

The increase in antibody titre as a result of infection is 
generally greater when measured by the complement- 
fixation test than by the red-cell agglutination inhibition 
test, while the complement-fixation titres of normal sera 
are not greatly influenced by prophylactic vaccination. 
Moreover, the complement-fixation test presents no special 
technical difficulties, and we have obtained strictly com- 
parable results even when working in different laboratories. 
Results obtained over a period of ten years also seem to be 
exactly comparable. 


Summary 

The results of complement-fixation tests on normal sera and 
the sera of influenza convalescents over a period of ten years 
are described. 

-The complement-fixation titres of normal human sera are 
very constant at a low level, while the majority of convalescent 
sera show titres above the normal range. 

The complement-fixation test is species-specific, distinguish- 
ing between virus A and virus B, but shows no strain specificity 
such as is seen in the red-cell agglutination inhibition test. The 
complement-fixation test is therefore superior to the red-cell 
agglutination inhibition test for the serological diagnosis of 
epidemic influenza. 


The complement-fixation test is not suitable to assess the 


antibody response to vaccination with influenza virus. 
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THE GENERAL PRACTITIONER AND 
THE INFLUENZA PROBLEM 


BY 


C. H. STUART-HARRIS, M.D., F.R.C.P. 
Professor of Medicine, University of Sheffield 


The general medical practitioner undoubtedly is closely 
concerned with the problem of human sickness attributable 
directly or indirectly to the operation of the influenza 
viruses. Long before the statistician has decided that an 
influenza epidemic has begun in the population, the practi- 
tioners in at least some parts of the country have begun 
to experience the 
well - recognized 
phenomena of 
crowded surgeries 
and long lists of 
sick people who re- 
quire to be visited. 
There is no doubt 
that, if a solution 
of the problem of 


influenza could 
have been reached 1600 
by mere clinical ,,,, A+B 


observation alone, 
someone concerned 
in actual general 
practice would 
have been the most 
likely person to 
suggest the remedy. 
As it is, however, 
mere clinical ob- 
servation failed to 
distinguish any 
clear light in the 
darkness which en- 


gated. Nevertheless, though few direct tests have ever been 
made on subjects from a general practice, as knowleg 
has grown it has become clear that information furnished 
by the practitioners of this country has an important part 
to play in the general study of the epidemiology of influ. 
enza. The information referred to is that supplied ip the 
form of notifications of deaths from influenza in the great 
towns of England and Wales. The manner in which this 
information has been correlated with the isolation of 
influenza virus from actual outbreaks of influenza or With 
serological tests has been referred to in detail on sey, 
occasions (Stuart-Harris, 1945, 1947). Briefly, the facts are 
that in the last ten years, whenever practitioners have 
notified 100 or more deaths from influenza in one w 
laboratory workers have been able to obtain evidence tha 
one or other of the influenza Viruses is concerned ip the 
causation of outbreaks of the disease in what are usually 
termed semi-isolated communities—i.e., schools, hospi 
or Service establishments. The years when the deaths neve, 
rose above 100 a week have also failed to supply the labora. 
tory with evidence of virus infection. Furthermore, the 
laboratory worker has been able to correlate the type of 
curve obtained from plotting the figures of deaths from 
influenza with the type of virus concerned in the outbreak. 
Thus the sharp peaks reaching 1,000 or more in a week 
have been associ- 
ated with influenz, 
virus A. The lesser 
peaks between 10) 
and 500 have been 
associated with 
either or both of 
the two viruses A 
and B. These facts 
are shown ip 
graphic manner in 
the accompanying 
chart. 

Such facts would 
at once suggest 
that influenza virus 
infection in man 
is clinically - recog. 
nizable. At the 
same time it has 
become clear to 
some of us who 
have studied 
patients from 
actual outbreaks 
that influenza virus 


A 


veloped the whole 
subject of  influ- 
enza prior to the 
nineteen - thirties, 
when the first clues of the influenza viruses of animals and 
of man were picked up in the laboratory. 

Now, laboratory workers concerned with the influenza 
viruses have always recognized the fact that influenza is a 
disease which lies peculiarly within the province of the 
general practitioner. Whenever opportunity has presented, 
the laboratory findings and problems, both solved and un- 
solved, have been laid before practitioners in the traditional 
manner. If it had not been for the great practical difficulties 
connected with the laboratory technique needed to prove 
the existence of human influenza virus infection, patients 
under the care of general practitioners would have been 
chosen for investigation instead of individuals in the Ser- 
vices, school-children, and others who were in fact investi- 


Chart showing number of influenza deaths in the great towns from 1933 to 1947, together 
with the causative virus. 


infection in the in- 
dividual is not 
recognizably differ- 
ent clinically from 
other acute infections of the respiratory tract. Furthermore, 
the cases which are notified as deaths from influenza are 
fatalities, whereas influenza is in the vast majority of it- 
stances a benign disease. Thus it has come about that those 


of us who have been concerned with research on the problem ff 


of influenza in this country are continually puzzled, first of 
all, why fatal cases of the human disease should be correlated 
with influenza virus infection, and, secondly, to know what 
sort of disease is constituted by this notification of a “ death 
from influenza.” The puzzle has not been merely that of the 
armchair speculative type but has concerned us becaus 
of the imperfection of our knowledge of the extent of the 
damage caused by the influenza viruses. We know that the 
virus is causative of that type of clinical picture commonly 
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rmed uncomplicated influenza and probably of the com- 


y tion of basal bronchiolitis. We also know that the 
rare case of acute rapidly spreading pneumonia with helio- 
trope cyanosis is associated with a staphylococcal infection 
of the lung combined with an influenza virus infec- 
tion. Yet the relationship between influenza virus 
infection and the ordinary case of pneumococcal pneu- 
monia seen during outbreaks is obscure. Indeed, the 
actual patient has usually given negative results when 
tested for evidence of influenza virus infection at the time 
of admission for treatment of the pneumonia. If we knew 
whether such cases were in fact initiated by influenza virus 
infection, even if the subsequent pneumonia was due to 
4 pneumococcal infection permitted by the weakened 
defence of the respiratory tract, we should also know 
whether to expect that control measures such as immuniza- 
tion with influenza virus vaccines would prevent “deaths 
from influenza.” 

It seems, therefore, that more knowledge concerning the 
complications of influenza, and particularly of fatal cases, 
is needed. Such knowledge is not likely to be gained by 
investigation of the localized outbreaks of the disease such 
as those studied thus far, for complications of any character 
in the populations ordinarily affected are uncommon. 
Probably this is due to the type of subject affected, who 
is usually a previously healthy young adult or child. When 
the full-time department of medicine of the University of 
Sheffield came into being in 1946 we decided to attempt 
to study this problem from a different angle. In view 
of the fact that deaths from influenza must often occur 
in hospital, it seemed to us probable that a cross-section 
of the ordinary hospital cases of pneumonia admitted 
during an outbreak of influenza would be likely to include 
cases of a type familiar to practitioners and attributed by 
them to influenza. The department has clinical facilities 
in both the voluntary and the municipal hospitals of 
Sheffield, and thus is in a position to study such cases. 

Last winter a number of explosive outbreaks of influenza 
occurred during January in Army camps housing German 
prisoners-of-war in the Midlands. From each of three 
outbreaks Dr. Margaret H. Miller was able to recover 
strains of an influenza virus and identified the serological 
response in cases of the disease as that found in influenza A. 
The general public at this time was largely unaffected, 
though the deaths from influenza rose and reached a peak 
of 211 in the first week of February and workers at the 
National Institute for Medical Research (Dudgeon et al., 
1947) identified influenza A outbreaks in the South of 
England. 

Though the weather was very severe in the Sheffield 
region fewer cases of pneumonia than the average were 


admitted to hospital during the winter. An analysis of the 
week’s work of several general practitioners in the Sheffield 
area was carried out by Dr. J. Pemberton; this showed, 
however, that 30 to 50% of their work during the first week 
of February was concerned with diseases of the respiratory 
tract. Dr. A. Dick studied the clinical features and 
bacteriology of some 40 cases diagnosed as pneumonia and 
admitted under my care during January, February, and 
March. The patients were often only mildly ill, their ill- 


nesses responded in the usual way to chemotherapy, and- 


none died. Pneumococci were, however, usually identified 
in the sputum, including pathogenic organisms such as 
Types I, II, VII, and VIII. A few tests of sputa from such 
patients were made by Dr. Miller with the technique which 
was successful in the case of the influenza patients, but virus 
strains were not obtained. Yet the serological tests on the 
cases of pneumonia suggested that many of the patients ad- 
mitted in January and February had in fact suffered from 


an infection with influerza virus A at some time shortly 
before or during the pneumonic episode. The results 
surprised us and, largely because of their unexpected 
character, we failed to establish by adequate control studies 
the crucial point of whether, so far as the virus was con- 
cerned, the patients with pneumonia were in any way 
different from Tom, Dick, or Harry of the general-popula- 


tion. In other words, the influenza A of last winter might ° 


have affected a similar proportion of individuals in the 
general public as in the cases of pneumonia by an 
unusually widespread subclinical infection, even though the 
“epidemic ” seemed to be restricted clinically to certain 
community groups. It thus remains for us to repeat the 
study during future outbreaks in order to determine 
whether cases of ordinary pneumococcal pneumonia at the 
time of influenza outbreaks are or are not related to the 
virus infection. Because of the periodic character of in- 
fluenza outbreaks, this work will probably take some years 
to complete. 

Meanwhile, however, it seemed to us possible to collect 
together useful information concerning the cases which are 
actually notified by practitioners as “deaths from 
influenza.” Only in this way will it be possible to decide 
whether mortality from influenza is particularly liable to 
occur in any one section of the population. Ii may be 
worth whilé pointing out in this connexion the probability 
that heart failure may be precipitated by influenza virus 
infection. An example of such a case is given below; 
this would have been regarded as that of ordinary broncho- 
pneumonia and congestive heart failure had it not been 
for the serological results, which clearly implicated influenza 
virus A. It is possible, therefore, that this investigation may 
reveal information of value in connexion with a variety 
of topics, and may supplement the observations made on 
our own patients. It will be particularly important, for 
instance, to ascertain whether there are any clinical differ- 
ences between deaths from influenza notified in years when 
influenza virus infection is not identified and those occurring 
in years when the viruses are active. 

In order to provide sufficient material for statistical 
analysis within a reasonable period of time it will clearly be 
necessary to collect data from many sources. The more 
detailed clinical and laboratory observations possible on 
patients in hospital will then furnish a useful collateral 
study to the wider investigation which is proposed. 


Case Report 


A man aged 52 was admitted on Jan. 24, 1947, in a condition 
of great restlessness, with a history of cough and dyspnoea for 
about four weeks, increasing greatly in the four days before 
admission. He presented signs of hypertensive heart disease 
with congestive faiiure, though there was as yet no oedema. 
Rhonchi were heard in the lungs and over the left base, which 
was slightly impaired to percussion; there were numerous 
rales. There was a low irregular fever (98-100° F. (36.7- 
37.8° C.)) for three days, accompanied by tachycardia (100-110) 
and a slightly increased respiratory rate (20-26). After four 
days the restlessness had if anything increased, the signs in the 
lungs persisted unchanged, and orthopnoea was present. Skia- 
grams by portable apparatus showed congestion at both lung 
bases and considerable cardiac enlargement. Inoculation of the 
sputum into mice yielded a pneumococcus which could not be 
typed. Treatment with penicillin was begun, and continued 
for nine days. A week later the general condition had improved, 
but venous congestion had increased, sacral oedema had 
appeared, and the heart sounds showed a triple rhythm. The 
blood pressure had risen from 160/85 on admission to 185/120. 
There was no further deterioration, but the heart failure was 
slow to respond to therapy by digoxin and venesection, and 
basal rales persisted at both lung bases. Further treatment with 
diuretics was followed by slow improvement and the patient was 
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discharged on March 28 in reasonable health though still with 
cardiac enlargement and hypertension. The serum antibodies to 
the PR8 strain of influenza virus A and the Lee strain of virus B 
were estimated in samples collected on admission (Jan. 25) and 
on Feb. 15 by the aggiutination-inhibition test (Hirst). The 
results showed that the antibody level against influenza virus A 
had increased 64 times during the progress of the patient’s 
illness, whereas that against influenza virus B had remained 


unchanged. 
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AMOEBIC ABSCESS OF THE LEFT 
BUTTOCK IN A SYMPTOMLESS CYST 
CARRIER 


BY 
Air Commodore T. C. MORTON, M.D., F.R.C.P. 


D.T.M.&H. 
: AND 
Squadron-Leader S. F. SOUTAR, M.B., F.R.C.S.Ed. 


(From the R.A.F. Institute of Pathology and Tropical Medicine, 
Halton) 


Cutaneous amoebiasis has been reported from many parts 
of the world. The cases fall into five groups according 
to their connexion with other primary conditions: 
(1) those following the drainage of an amoebic abscess of 
the liver (Heimburger, 1925); (2) those following the 
drainage of a lesion of the appendix (Cole and Heideman, 
1929); (3) those following a colostomy for a_ rectal 
obstruction (Smyth, 1946) ; (4) those about the anus associ- 
ated with amoebic colitis (Van Hoof, 1926); and (5) those 
without any direct connexion with the viscera. 

In practically all of these cases motile entamoebae were 
found in fresh preparations from the lesions of the skin. 


The case described below falls into the last category. The . 


only references we can find in the literature that are at all 
analogous to our case differ from it in some respects ; these 
will be discussed later. Van Hoof (1926) reported the 
case of a negro woman who suffered from dysentery in 
1915 for which she received injections, probably emetine, 
but was not cured. In July, 1925, multiple ulcerations 
appeared on the skin of the buttock and around the anus, 
some of the ulcers communicating with the bowel. In 
the pus of both the fistulous ulcers and those not com- 
municating with the rectum active entamoebae containing 
red blood cells were found ; after specific treatment with 
emetine the amoebae could no longer be demonstrated and 
the lesion healed rapidly. In our case there was no history 
of previous dysentery, and the most careful search failed 
to reveal any direct communication with the rectum. 
Ngai and Frazier (1933) described a case in which a 
papilloma of the anal region was invaded secondarily by 
Entamoeba histolytica. We believe that a secondary in- 
vasion of a staphylococcal abscess occurred in our case. 
This is reported, as, apart from the rarity of the condition, 
it is felt that similar cases may arise during the next few 
years in Service personnel, and unless the condition is 
recognized at an early stage gross destruction of the tissue 
will occur as in the case reported by Norwich and Muskat 
(1946). Their case occurred in a negro, who gave a history 
of a small blind boil appearing near the anus which eventu- 
ally burst and instead of resolving was followed by a 
rapidly spreading ulceration. There was a previous history 


of colicky lower abdominal pain and diarrhoea] 
with occasional blood. On his admission to hospital 
ulcer measuring 5 in. by 2 in. (12.5 cm. by 5 cm.) < 
present on the left buttock, extending obliquely across 
the sacrum to the opposite buttock. Sigmoidoscopy Te. 
vealed a large necrotic ulcerating area covering the 
posterior wall, while a biopsy from the edge of the ulcer 
of the skin revealed the presence of numerous E£. histolytica 
A colostomy had to be carried out to prevent soiling of 
the ulcerated area, but eventually, after specific anti. 


‘amoebic therapy followed by a skin graft, complete healing 


occurred. 


This case differs from ours in that there was Bross 
ulceration of the. rectal. mucosa. An extensive search 
through the literature has failed to reveal an exactly 
parallel case to the one here recorded. 


Case Report 


A warrant officer aged 27, of excellent physique, was admitted 
to an R.A.F. station sick quarters on Jan. 4, 1947, with a pain. 
ful swelling on the left buttock which had been discharging pys 
for five days. He stated that he had had some pain in the left 
buttock about four months previously and that there was , 
swelling in this region. Apart from pain on sitting this gave 
no trouble and did not interfere with his normal activities 
On Dec. 29, 1946, the swelling burst and discharged ‘pus, and 
after this the pain increased in severity and he reported sick. 

Previous History—In September, 1945, he was kicked ip 
this area while playing footbail in Bombay, where he had served 
for two years. He returned to the United Kingdom in October, 
1946, and three weeks later he first noticed the pain in his 
buttock. He had never had dysentery, and remembered only 
one mild attack of diarrhoea, lasting one day, during his tour 
abroad. 

Present Illness—He was transferred to an R.AF. station 
hospital on Jan. 4. On examination a slight bilateral inguinal 
adenitis and a swelling of the left buttock some 4 in. by 4 in. 
(10 cm. by 10 cm.) were found. This swelling was hard 
centrally but soft and fluctuating peripherally ; pus was escap- 
ing from a small opening, and probing of this opening revealed 
a short sinus some 3/4 in. (1.9 cm.) long. Pus from the sinus 
grew Staphylococcus aureus and albus. His B.S.R. was 40 mm. 
in one hour. A skiagram of the lumbar spine and pelvis 
revealed no abnormality. The skin showed dark purplish 
discoloration. The W.R. and Kahn test were negative. The 
abscess was incised on Jan. 8, and two main cavities were 
found communicating with each other and lying subcutane- 


‘ously ; there was no sign of any communication with the 


rectum. Histological examination of the curettings revealed 
granulation tissue with aggregations of plasma cells scattered 
among the polymorphonuclears ; there. was no specific ev: 
dence of tubercle or actinomycosis. After the operation short- 
wave therapy and the instillation of 100,000 units of penicillin 
on alternate days led to considerable local improvement, and 
the abscess cavity appeared to be granulating satisfactorily. 
On Jan. 18 further undermining of the skin laterally led to 
pocketing of pus and the appearance of fresh sinuses. 
Local treatment having failed it was decided to try the effec! 
of systemic penicillin, and a million units were given over five 
days without any response. The failure of any form of treat- 
ment and the unusual features of the ulcer then suggested 
that it was a fungous infection (? sporotrichosis), and iodides 
were given for several days, again without any noticeable 
improvement. 
- By Feb. 19 the ulceration had spread both medially and 
laterally, and fresh sinuses had appeared near the medial 
edge. The abscess had to be reincised on Feb. 21, am 


gelatinous material was curetted from the sinuses, but the 
cultures were sterile. Histological examination of the material 
from the curettings revealed an oedematous granulation tissue 
infiltrated with plasma cells and macrophages and scanty cell 
which resembled E. histolytica. The patient was transferred 
to Princess Mary’s Royal Air Force Hospital for further invest 
gation. Examination showed a granulating ulcer measuring 
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— 
in. (6.25 cm. by 1.25 cm.) with an overhanging 


(2 
Ted edge on the inner wall ; internal to this there was 
a dusky, devitalized area of skin with three sinus openings close 
to the natal cleft, superior, and one 3 in. (7.5 cm.) lower down, 
inferior. A probe could be passed from each of these sinuses 
for from 2 to 3 in. (5 to 7.5 cm.) emerging below the undermined 
of the ulcer. Curettings from the walls of these sinuses 
revealed actively motile E. histolytica, many of them with 
red blood corpuscles. In view of this positive find- 
it was not considered justifiable to carry out a biopsy. 
sigmoidoscopy to 25 cm. revealed a normal mucosa, except 
for the presence of two pin-point petechiae on the anterior 
wall of the rectum; no communication or induration that 
suggested a fistula could be feit, and pressure on the left wall 
of the rectum reyealed no tenderness and did not lead to any 
discharge from the external sinuses. E. histolytica cysts were 
t in the faeces in small numbers. A course of emetine, 
1 gr. (65 mg.) intramuscularly for ten days, together with 
“ diodoquin ” three tablets t.d.s. by mouth, was completed. 
At the end of this course the condition had greatly improved ; 
the pain, swelling, and discharge had disappeared, but it was 
still possible to pass a probe in various directions beneath the 
dusky devitalized skin, and it was decided to lay open and 
incise the sinuses. 

The operation was carried out by Squadron-Leader Pike on 
Feb. 25. On slitting open the sinuses they were found to 
communicate with each other like an extensive rabbit-warren, 
and it was considered advisable to excise the whole devitalized 
skin. The sinuses were found to be entirely subcutaneous and 
appeared to have spread laterally without penetrating the deeper 
areas; there was no evidence of any communication with the 
rectum. This form of peripheral spread was reported by Ngai 
and Frazier (1933), who stated: “After reaching the deeper 
layers of the epidermis the parasites tended to advance along 
the plane of least resistance between the epidermis and the 
cutis.” It was also a marked feature in the case reported by 
Smyth (1946), in which an ulcer involving half the abdominal 
wall followed an operation for closing a colostomy in an un- 
suspected case of amoebiasis. A skin graft was carried out on 
April 21 by Wing-Commander Morley in order to expedite 
healing, and this was entirely successful. The patient was 
discharged to duty on May 21. 


Discussion 


It is difficult to decide the exact role of E. histolytica 
in the genesis of the abscess. There are three ways in 
which the abscess may have arisen. (1) By invasion 
through the blood stream. Although this is possible, 
Craig (1944) in his unique experience has never heard of 
it in amoebiasis cutis. (2) By invasion from the rectum. 
If the abscess was primarily due to E. histolytica it must 
be presumed that infection occurred through the rectum 
in a symptomless cyst carrier via a fistulous tract which 
subsequently healed spontaneously and of which no trace 
has remained ; this is an extremely unlikely occurrence. 
Norwich and Muskat suggest the possibility of lymphatic 
spread from the rectum ; this is a possibility in our case. 
(3) By secondary infection with E. histolytica in a dis- 
charging staphylococcal abscess. This appears to be the 
most reasonable explanation, and is supported by the 
negative biopsy findings at the time of the first operation, 
the initial improvement .followed by further spread and 
sinus formation, and the failure to respond to penicillin. 

The pathology of amoebiasis cutis has been well 
described by Hu (1937), and the localization of the 
entamoebae immediately under the skin, together with the 
peripheral spread, would produce the clinical picture found 
in this case. 

Christophers’s Text Book of Surgery states: “It seems 
to the writer that one or all of the following conditions 
should obtain before it can be fairly stated that amoebae 
are participating actively in any infection: (1) there should 
be histological evidence of the invasion of the tissues by 


the amoebae, (2) they should be found either by smear 
or culture in the advancing margin of the lesion, or (3) 
the lesion should respond to medical treatment recognized - 
as adequate for amoebic disease. The writer believes that 
the mere presence of amoebae on the surface of the lesion 
or in the exudate is no more evidence of their participation 
in the infection than the presence of B. coli, B. proteus, 
Cl. welchii, or any of the other intestinal organisms is 
evidence -of their activity in the tissues about a faecal 
fistula.” Our case satisfies these three conditions. 


Summary 

A case of amoebic ulceration of the buttock in a symptomless 
cyst carrier is described and the recent literature on the subject 
is reviewed. 

The aetiology of the genesis of the abscess is discussed and 
the importance of excluding amoebiasis in any lesion of the 
ano-rectal region is stressed, especially in personnel who have 
served in the Tropics. 


We are indebted to the Director-General of the Royal Air Force 
Medical Service for permission to publish this paper. 


REFERENCES 
Christophers, F. (1945). Text Book of Surgery, 4th ed., p. 111. 
Philadelphia. 


, W. H., and- Heideman, M. L. (1929). J. Amer. med. Ass. 


38, 337. - 
Craig, C. F. (1944). Amoebiasis, p. 166. Baltimore. 
Heimburger, L. F. (1925). Arch. Derm. Syph., Chicago, 11, 49. 
Hu, C. H. (1937). Festschrift Bernard Nocht, p. 221. Hamburg. 
Ngai, S. K., and Frazier, C. N. (1933). Chin. med. J.; 47, 1154. 
Norwich, I., and Muskat, D. A. Ce. Brit J. Surg., 34, 287. 
Smyth, M. J. (1946). Lancet, 2, 376. : 
Van Hoof, L. (1926). Ann. Soc. belge Méd. trop., 6, 45. 


t | 


A CASE OF SEVERE PRE-ECLAMPTIC 
TOXAEMIA WITH CENTRAL PLACENTA 
PRAEVIA 


BY 
GEORGE NEWBOLD, M.R.C.S., D.R.C.O.G. 


Lately Resident Obstetric Officer, St. Mary's Hospital, 
Portsmouth 


A married woman, 32 years of age and in her third 
pregnancy, was admitted to hospital as a moderately 
severe case of pregnancy toxaemia on March 25, 1946. 
On admission she complained of some swelling of the 
ankles and occasional vomiting during the past week or 
ten days. She had had no headaches, visual disturbances, 
or pain elsewhere, and her only other complaint was a 
certain amount of epigastric discomfort caused by 
indigestion and flatulence which was relieved by a 
carminative mixture. Her last menstrual period was 
Aug. 1, 1945. 

The patient had two children, now aged 8 and 10 years, 
and no miscarriages. She had had no illnesses or opera- 
tions except for some degree of hypertension during the 
latter part of the second pregnancy. 

On examination she looked rather ill and had slight- 
conjunctival pallor. There was some oedema, not marked. 
of both ankles and the lower parts of both legs. Her 
blood pressure was 150/100 mm. Hg, and testing the urine 
revealed a dist’nct cloud of albumin. The fundus of the 
uterus corresponded to a height of about 36 weeks’ preg- 
nancy and was not tender on palpation. Although it was 
rather difficult on abdominal palpation to determine pre- 
cisely the presentation of the foetus it seemed more likely 
to be a breech rather than a vertex. 

The next day, March 27, after starting routine treatment 
for toxaemia, which consisted in complete. rest in bed. 
the administration of “ ostocalcium,” “ multivite” tablets, 
“bemax,” glucose drinks, and phenobarbitone, 1/2 gr. 


al stools 
‘pital an 
‘m.) Was 
ACrogs 
“Oy re. 
Ing the | 
he ulcer 
tolytica, 
iling of | 
ic anti. 
healing 
is LTOss | 
search 
exactly 
pain- 
the 

the left 
Cole 
ris 
tivities, 
us, and 
| sick, 
in 
served 
\ctober. 

in his — 
only | 
is tour 

Station 
nguinal 
hard 
escap- | 
sinus 

pelvis 
urplish 
The 
S were 
cutane- 
ith the 
evealed 
-attered 
ic evi- 
| short- 
nicillin 
nt, and | 
ctorily. 

led to 
2 effect 
er five 
 treat- 
gested 
iodides 
iceable 
ly and | 
medial 
l, and 
ut the 
aterial 

tissue 
y cells 
sferred 
nvesti- 
suring 


998 Dec. 20, 1947 CASE OF PRE-ECLAMPTIC TOXAEMIA WITH PLACENTA PRAEVIA British” 


MEDICAL Journay 


(32 mg.) b.d., there was a slight improvement in her general 
condition and the oedema became less. The blood pressure 
was then 160/98 mm. Hg, and a catheter specimen of urine 
still showed a cloud of albumin on testing. 


The following day she complained of some blurring of 
vision, with spots in front of her eyes during the night, and 
this persisted during the day. She also complained of 
backache and headache mainly in the frontal region, 
and her blood pressure rose to 168/110 mm. Hg. In view, 
therefore, of the sudden deterioration in the patient’s con- 
dition it was decided to perform a surgical induction forth- 
with. Artificial rupture of membranes was attempted but 
had to be abandoned because an unsuspected central 
placenta praevia was felt completely covering the internal 
os. There was some slight bleeding on digital examination. 
The patient was thereupon prepared at once for caesarean 
section, for this was considered to offer the best chance 
of survival to both mother and baby. ; 


Operation 


On March 28 at 6.30 p.m. atropine, 1/100 gr. (0.65 mg.), was 
given. At 7 p.m. a general anaesthetic was started (chloroform 
1 part mixed with ether 3 parts). At 7.15 p.m. the abdomen 
was opened through an incision for a classical caesarean 
section. As soon as the uterus was reached its anterior wall 
was seen to be a deep purple in colour, almost the whole of 
the myometrium being extremely thin—in places almost like 
paper. It appeared to consist merely of the outer peritoneal 
covering and a little fibrous tissue and to be in imminent 
danger of spontaneous rupture. There were many peritoneal 
adhesions, especially on the anterior uterine wall, and omefitum 
and intestine were also adherent to the uterus. A living female 
infant, breech presentation (right sacro-anterior) was then 
delivered. The upper segment of the uterus was separated 
from intestines and omentum and removed. During this part 
of the operation the wall of the uterus came apart in frag- 
ments when pulled upon by forceps. Hysterectomy was 
attempted but found to be impossible owing to adhesions, so 
the remaining lower portion of the uterus was sewn together 
with a double row of catgut sutures. The placenta, which was 
of the central variety and almost filled the lower segment, was 
very disorganized and infarcted in appearance. Towards the 
end of the operation the patient became shocked and was given 
oxygen. She was then returned to the ward. 

At 8.15 p.m. anti-shock treatment was continued and intra- 
venous plasma started. Soon afterwards the patient began to 
recover consciousness but was still in a very shocked condition. 
There was some improvement after one bottle of plasma. At 
9 p.m. intravenous transfusion of Group-O Rhesus-negative 
blood was begun. There were some slight rigors in spite of 
satisfactory cross-matching. 

At 11 p.m. there was marked deterioration in the general 
condition. The patient became very restless and delirium 
started. Morphine, 1/6 gr. (11 mg.), was-given at 11.45 p.m. 
At 12 midnight the pulse became very much weaker and 
the respirations were infrequent, shallow, and _ irregular. 
Nikethamide and continuous oxygen were given, but the 
patient soon became comatose and died. 


Discussion 


The sudden change from a moderately severe toxaemia 
to a condition bordering on true pre-eclampsia, in spite of 
treatment having been started, after symptoms had been 
present for only just over a week before admission to hos- 
pital is noteworthy. There were present three abnormal 
conditions, any one of which might have proved fatal, for 
at any moment immediately before entering hospital the 
patient might have been overtaken by (1) the sudden onset 
of eclampsia, (2) a severe antepartum haemorrhage, and 
(3) a ruptured uterus. 

The cause of the low-lying placenta in this case might 
-have been the poor condition of the upper portion of the 
uterus, with consequent difficulty in nidation-of the ovum 


in a normal position. The reason for the excessive th; 
of the upper uterine segment and the almost com ete 
disappearance of muscle fibres in certain areas was 
determined. There was no history of peritonitis or an 
operation which might have accounted for the Many dense 
adhesions found at laparotomy. So far as the patient herself 
knew her previous confinements were quite normal, apart 
from some degree of hypertension towards the end of the 
second pregnancy. There was no history of pyrexia dur 
the puerperium after the birth of her other children, 

The previous hypertension might have contributed to 
the degeneration of the myometrium, for in women dyi 
from eclampsia areas of myometrial infarction have been 
found post mortem. Hypertension could Presumably lead 
to a relative ischaemia of the tissues supplied by the 
affected vessels and perhaps in some cases, if severe enough 
and prolonged, to their replacement by fibrous tissue 
Furthermore, this patient was clinically rather anaemic 
although unfortunately a haemoglobin estimation and 
erythrocyte count were not done. Anaemia would cop. 
duce to any degenerative processes which might occur. 
Another possibility is that there was an undiagnosed partial 
rupture during one of the previous confinements, although 
there was no history of any previous dystocia ; nor, if the 
myometrium was then healthy, is there any reason why 
even a partial rupture should have occurred. Probably, 
as often in medicine, the cause of this and other morbid 
conditions will ultimately be found to be a combination 
of several factors. 

I wish to thank Dr. R. A. Zeitlin, Medical Superintendent of 
St. Mary’s Hospital, Portsmouth, who has kindly given permission 


for the report on this case to be published, and Mr. Trevor Barnett, 
consulting obstetrician and gynaecologist to the hospital. 


Medical Memoranda 


Abdominal Implantation of Fertilized Ovum 


Since examples of implantation of a fertilized ovum in the 
peritoneal cavity are comparatively rare, the following cas 
may be of some interest. 


Case REPORT 


A married woman aged 32 was admitted to the Royal Victoria 
Infirmary, Newcastle-upon-Tyne, on Jan. 16, 1947, as a case of 
ruptured ectopic pregnancy. In 1940 she had a normal full-time 
delivery and her puerperium was uneventful. She had never had 
a miscarriage, nor could any evidence of previous abdominal or 
pelvic inflammation be obtained. Her menstrual cycle was regular 
every 28 days and the period usually lasted four to five days. Her 
last normal period began on Dec. 10, 1946, and was of the usual 
duration. She was perfectly well until Dec. 26, when at 1 am. 
she was seized with sudden acute lower abdominal pain which 
prostrated her and made her crawl about in agony. She remarked 
that the pain was similar to that of labour. After three hours the 
pain disappeared suddenly and she felt well again. There was no 
haemorrhage per vaginam. A week later she was able to undertake 
a long journey. On Jan. 12 she had another attack of lower 
abdominal pain, not so severe as previously, but on this occasion it 
persisted until Jan. 15, although it was not particularly acute. With 
the onset of pain, haemorrhage per vaginam was noted, and it con 
tinued right up to the time of operation. While reading in bed on 
the morning of Jan. 16 a further sudden attack of acute lower 
abdominal pain occurred and she felt very ill indeed. She was 
seen by her doctor at 6 a.m. and sent into hospital. 

On admission the patient looked very ill, with a definite cyanotic 
tinge of the skin. The temperature was 98.6° F. (37° C.); the pulse 
was 100 and of poor volume. She complained of generalized lower 
abdominal pain, and also pain in the right shoulder region and the 
lower ribs on the right side. Examination showed a diffuse tender 
ness over the lower abdomen, possibly slightly greater on the right. 
There was no rigidity and Cullen’s sign was absent. Vaginal 
examination caused the patient much pain, but it was possible to feel 
a bogginess in the pouch of Douglas. A lump was not palpable. 
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ration was carried out without delay on the diagnosis of 
ruptured tubal gestation. The abdomen was opened through a mid- 
“ae subumbilical incision and was found to be full of blood—in the 
main fluid, but containing some large dark clots. Both tubes were 

ined and found to be normal in appearance, as was the right 

- A small bleeding-point was noticed on the left ovary 
(possibly due to the points of the dissecting forceps) and was 
sutured. On clearing away the clots in the pouch of Douglas the 
ovum was found to be implanted at the bottom of the pouch and 
slightly to the right, and was about the size of a cherry. There 
was a steady trickle of blood coming from the implantation site. The 
ovum was picked up with sponge-holding forceps and dissected clear 
of the peritoneum by means of a dissector. The peritoneum was 
stitched with a continuous catgut suture as there was still a little 
bleeding from the raw area. Some difficulty was experienced in 
this part of the operation on account of the depth of the pouch 
of Douglas. The abdomen was cleared of blood so far as possible 
and a further examination of the Fallopian tubes made. To the 
naked eye and to palpation both appeared normal. The abdomen 
was closed in layers without drainage. Blood transfusion was started 
as soon as the abdomen was opened and continued throughout the 
operation and on return to the ward. 

The patient’s convalescence was satisfactory as regards her 
abdomen, but a weakness of the muscles of the left arm and fore- 
arm was noticed immediately after the operation, due to over- 
stretching of the brachial plexus. It was this arm that was used for 
the transfusion, and the condition was undoubtedly caused by over- 
abduction of the arm with the patient in the Trendelenburg position. 
The condition improved rapidly, but there was still some weakness 
of the biceps when she was discharged from hospital. The tissue 
removed from the pouch of Douglas had the appearance of chorionic 
villi, and this was subsequently confirmed by histological examina- 
tion. The pathologist’s report stated: ‘‘ The material consists of 
recent blood clot and chorionic villi.” An ovum was not found. 


COMMENT 


‘The interest in the case lies in whether this was a primary 
or a secondary abdominal implantation. On the visual evidence 
of normal tubes one is tempted to say that it was indeed 
primary. A consideration of the history, however, puts a rather 
different complexion on the matter, and it is almost certain 
that her first attack of abdominal pain on Dec. 26 was due to 
the successful efforts of one tube to expel the ovum in its lumen. 
The second attack of pain and the bleeding per vaginam are 
more difficult to explain. Only four days elapsed between the 
onset of the pain and operation, and it seems barely feasible 
to suggest that the expulsive efforts of the tube on Dec. 26 
were not completely successful and that total expulsion did not 
occur till Jan. 12. Had this been the case one would have 
expected to find some visual evidence of recent tubal involve- 
ment. Furthermore, the ovum was firmly implanted on the 
peritoneum of the pouch of Douglas, pointing, in my opinion, 
to a longer “ implantation-time ” than four days. The avail- 
able evidence therefore points to this being a case of secondary 
implantation of a fertilized ovum. 


I wish to thank Mr. H. Harvey Evers, honorary gynaecologist, 
Royal Victoria Infirmary, for permission to publish this case, and 
the Pathology Department of the infirmary for the histological 


report. 
Epwarp L. Nicotson, M.B., Ch.B., M.R.C.O.G., 
First Assistant, Department of Gynaecology, 
Royal Victoria Infirmary, Newcastle-upon-Tyne. 


A Case of Cerebellar Tumour Simulating 
Pyloric Obstruction 


It is recognized that in cases of intracranial tumour nausea and 
vomiting may be sufficiently prominent, especially in children, 
to attract attention to the stomach as the cause of the trouble 
(Camp, 1925). Bailey et al. (1939) mention one case of their 
own in which appendicectomy had been performed, and two 
others, reported by Babonneix, which had been treated for 
some months for enteritis and chronic appendicitis respectively. 
Cushing (1930) found cyclical vomiting and pyloric stenosis 
among various erroneous diagnoses of cases which eventually 
came under his care. : 

_ In the following case, owing to the prominence of the gastro- 
intestinal symptoms and the absence of physical signs in the 
central nervous system, it was thought wise to perform a barium- 
meal examination to exclude a lesion of the gastro-intestinal 
tract before subjecting the patient to the more elaborate neuro- 


surgical diagnostic procedures. The surprising discovery of a 
26-hour delay in the stomach led to the mistaken diagnosis of 
organic pyloric obstruction. 


Case History 


On Aug. 15, 1945, a boy aged 10 was admitted with a six weeks’ 
history of vomiting, occurring each morning within a few minutes 
of waking up, followed by a frontal headache; this was severe and 
usually lasted 10 to 20 minutes but occasionally. persisted till mid- 
day. The vomiting sometimes recurred during the morning, but it, 
too, always ceased about midday. He also complained of loss of 
weight and general malaise. 

On examination the child was thin, but no other abnormal physical 
signs were detected. The early morning vomit was about 100 ml. of 
greenish-yellow, clear, glairy fluid. The temperature, pulse, and 
respiration rate remained normal throughout. The blood count, 
E.S.R., catheter urine, and a straight radiograph of the skull and 
chest were all normal. The cerebrospinal fluid was clear and colour- 
less, under pressure of 80 mm. of water; no clotting occurred; cells 
2 per 3 c.mm.; W.R. negative; Lange, no precipitation. The visit- 
ing ophthalmic surgeon, Mr. Eugene Wolff, declared the fundi to 
be normal, as did the neurologist, Dr. Hinds Howell, who also 
found no evidence of abnormal signs in the central nervous system. ~ 

Several attempts at a barium-meal examination were frustrated by 
vomiting, but eventually some was retained. The report stated: 
“* Oesophagus, no obstruction ; stomach, slight dilatation ; duodenum, 
cap not clearly seen, no tenderness; caecum, no tenderness, mobile. 
Stomach surprisingly shows 26-hour delay and irregularity of the 
pyloric end.” Pyloric obstruction of unknown aetiology was diag- 
nosed, a surgical opinion was obtained, and laparotomy was advised. 

On Sept. 13, as the child was showing signs of dehydration, an 
intravenous drip infusion of saline was set up in preparation for a 
laparotomy next day. While this was being done in the afternoon, 
the child complained of headache, and this was the first occasion 
on which the headache was noted to have persisted after midday. 
At 7 a.m. on the 14th, respiration became irregular, the face flushed, 
and the neck rigid and extended. ‘Shortly afterwards the patient 
became cyanosed; the pupils were widely dilated and did not react 
to light; respiration became shallow and then imperceptible; the 
radial pulses were impalpable, but heart sounds could still be faintly 
heard. Nikethamide and digoxin were given intravenously, and arti- 
ficial respiration was started with oxygen administered by a B.L.B. 
mask. The heart beat improved at first but later became weaker 
and ceased at 9.15 a.m. The respiratory rhythm showed no signs of , 
restoration. 

At necropsy no anatomical defect of the pylorus could be found, 
and the stomach was not obviously dilated. A large gush of cerebro- 
spinal fluid appeared when the tentorium cerebelli was cut, and a 
tumour was found in the cerebellum, about 2 in. (5 cm.) in diameter 
and approximately symmetrical about the midline. The morbid his- 
tological report stated that the tissue was “a spongioblastoma 
showing clear evidence of rapid growth.” 


COMMENT 


The mechanism of the delay must presumably have been a 
gross interference with the normal peristaltic movements. The 
radiographic appearance of the stomach was not suggestive of 
gastrospasm, and it seems likely that there was a central inter- 
ference with the normal vagal control of the stomach leading 
to a gastric stasis, such as was observed by Dragstedt and 
Schafer (1945) in three of their series of 15 cases in which 
vagotomy was performed for peptic ulcer. Orr and Johnson 
(1947) also found that most of their patients after vagal resec- 
tion had a six-hour residue, and two had a 24-hour delay 
without any evidence of organic obstruction and without any 
inconvenience (Orr, personal communication). 

My thanks are due to Dr. Bruce Williamson, physician in charge 
of the case, and to Mr. Roland Segar, medical superintendent of 
Welihouse Hospital, for permission to publish the case. 

H. R. Mattows, M.A., M.B., 


Surg. Lieut., R.N.; Late House-Physician. 
Wellhouse Hospital, 
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Sweden’s oldest inhabitant, Mrs. Johanna Johansson, died recently 
aged 107 years 6 months. She was congratulated on her 107th 
birthday by a great-grandson 105 years younger than herself. 
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EXAMINING THE EYE 


Diagnostic Examination of the Eye. Step-by-Step Procedure. 
By Con Berens, M.D., F.A.C.S., d Joshua Zuckerman, 
D, CM. FACS. (Pp. 711; 410 illustrations, including 

48 in full colour on 13 plates. £4 10s.) Philadelphia 

London: J. B. Lippincott Company. 

As the specialties in medicine become more and more differenti- 
ated, so the elaboration of their diagnostic techniques increases. 
In no branch of medicine is this more evident than in ophthal- 
mology ; and, though the standard techniques of focal illumina- 
tion and ophthalmoscopy can fortunately provide a wealth of 
information for the practitioner, the eye is particularly suited 
to the development of specialized methods for minute objective 
examination because of its optical properties, while the high 
differentiation of the visual sense invites the elaboration of 
refinements in subjective tests. The extent to which this ten- 
dency has been carried in ophthalmology is seen in the 
fact that a book of 711 pages has been filled—without 
much “ padding "—with descriptions of a multitude of such 
methods. . 

The book is arranged in “steps.” Step | 1s the interrogation 
of the patient and the interpretation of his complaints ; step 2, 
a general survey of the patient and the gross ocular appear- 
ance; step 3, palpation of the globe and its adnexa; step 4, 
auscultation—useful in eliciting a bruit in arteriovenous 
aneurysm, and said to be helpful in detecting an orbital 
foreign body when an increased resonance to the patient’s 


speaking voice is heard through the stethoscope placed over. 


the closed lids; step 5, visual acuity for distance and near 
(accommodation); step 6, motor anomalies—an_ elaborate 
chapter; step 7, confrontation fields; step 8, biomicroscopy 
with the slit-lamp; step 9, ophthalmoscopy; step 10, trans- 
illumination; step 11, contact illumination; step 12, retino- 
scopy and refraction; step 13, tonometry; step 14, post- 
cycloplegic tests; step 15, colour-vision testing; step 16, 
fusion; step 17, light sense; step 18, perimetry; step 19, 
general supplementary tests; step 20, the summary of clini- 
cal findings, how to give advice to the patient, etc. As if 
this were not enough, in a further 271 pages the authors 
describe supplementary examinations, including such _tech- 
niques as gonioscopy, red-free ophthalmoscopy, angioscoto- 
metry, eikonometry, and many others. 

The book is interesting, well and profusely illustrated, and 
contains a wealth of information, but it illustrates the tendency 
for the elaboration of methods to go to the extreme of becoming 
an end in itself. For example, a complex apparatus involving 
a large and expensive optical cabinet seems hardly necessary 
to measure the inter-pupillary distance. And among all the 
modernity it is somewhat of a shock to find the pupillary 
pathways described after the scheme of Bernheimer, which 
has for some considerable time been shown to be wrong. 


STEWART DuKE-ELDER. 


RADIANT ENERGY AND HEALTH 


Applications of Germicidal, Erythemal and Infra-red Energy. 
By Matthew Luckiesh, D.Sc., D.E. (Pp. 463 ; iliustrated. 30s.) 
ew York: D. Van Nostrand Co., Inc. London: Macmillan 
and Co. 1946. 
Dr. Luckiesh, director of the research laboratory of the General 
Electric Company, U.S.A., has written an authoritative book 
on the use of radiant energy for human welfare. It is fully 
illustrated with spectrograms and graphs showing the range of 
radiant energy in the infra-red, visible, and ultra-violet regions 
of the spectrum, and the reflection by and penetration of the 
skin by these different rays, whether coming from the sun and 
the light of the sky or from various artificial sources which 
the author describes and evaluates. He discusses fully the 
germicidal effectiveness of the recently developed sources of 
ultra-violet rays used for killing air-borne and water-borne 
bacteria, thus preventing the spread of infection in rooms and 
the contamination of food, and keeping the air in containers 
sterile. The tungsten-filament lamp, with special glass for the 


bulb which transmits ultra-violet rays, can be used, or low 
pressure mercury-vapour lamps, the bulbs containing the 4 
arcs being in similar glass. For production of fluorescent }j 
the bulbs can be coated with phosphors on the inside surface 
and by this means even a dark source of ultra-violet rays ig 
obtainable. 

The use of these lamps in air-ventilation ducts and on the 
ceilings of occupied rooms greatly diminishes the number of 
bacteria and, therefore, catarrhal and other infections. Plate, 
illustrate the germicidal power by showing the resy}t of 
bacterial growth in Petri dishes exposed to the air before ang 
after irradiation. One illustration shows a work-room in which 
a “sun” lamp emits ultra-violet light of the wavelength of the 
midday summer sun. It is fixed in the ceiling and radiates a 
sufficient amount of erythemal energy. Such an installation 
has been used with benefit to health for 20 years. y 
tomato plants are conservative indicators of that intensity of 
germicidal rays which it is safe for the eye and skin to be 
exposed to. A minimal perceptible erythemal effect is obtaineg 
in 20 minutes’ exposure to midday sun on a clear day in 
summer and in about three hours in mid-winter. Rays longer 
than those that cause most erythema tan the best. 

The author describes exact methods of measuring radian, 
energy, and considers both the very effective ultra-violet ra 
and the infra-red and luminous rays, as well as their relative 
influence on welfare and their penetration of the skin. He 
exposes the quackery of so-called colour therapy, and proves 
the safety of new sources of illumination with some unfamiliar 
tints. He devotes a chapter to the fading of materials ang 
ariother to the influence of radiant energy on plant life. 


LEONARD Hitt. 


HYPOGLYCAEMIC STATES 


L’Hyperinsulinie. Les Etats de Suractivité Fonctionnelle dy 
Pancréas Endocrine en Médecine Expérimentale et en Clinique. 
By Marcel Sendrail. (Pp. 256; 25 figures and 2 in colour. 
500 francs.) Paris: Masson et Cie. 1947. 


The author, professor of general pathology at Toulouse, has 
written a detailed survey of hypoglycaemic states, which he 
designates by a new term—* hyperinsulinie.” He discusses both 
experimental and clinical data and quotes or mentions most of 
the literature on this subject, confining his references much less 
exclusively to the work of his compatriots than do the authors 
of most French monographs. But the misspelling of foreign 
authors’ names is so frequent as to be annoying. The quota- 
tion of contrary findings and opinions and theoretical possi- 
bilities in juxtaposition confuses the reader, since the author 
often fails to express his own opinion on which view is right. 
It seems that he must mention everything and appraise little in 
this vast compendium. He considers every imaginable cause of 
hypoglycaemia—pancreatic insuloma, liver conditions, starva- 
tion, other endocrine disturbances, and a curious group of 
“renal” and “morphine” hypoglycaemias whose nature will 
be obscure to the reader: 

A word or two on nomenclature: the author rejects the com- 


monly used English term “ hyperinsulinism ”"—a nasty hybrid, 


no doubt, but it has come to mean a hypoglycaemia produced 
by a pancreatic tumour and excessive uncontrolled insulin 
production. He does not use the accepted French “ hyper- 
insulinémie” fo denote an excess of insulin in circulation— 
presumed though never proved. He has invented the word 
“ hyperinsulinie ” as being more in the traditional French form. 
This it may be, but he uses it too vaguely and ascribes it not 
only to conditions that arise from insulomas but to hypo- 
glycaemic states, “insulinaries rénales,” and others whefe 
excess of insulin is highly improbable. I have looked in vain 
for a definition of true hypoglycaemic levels in this book. 
Figures of 70 to 80 mg. of blood sugar per 100 ml. are com 
stantly referred to in both the experimental and clinical section 
as indicating hypoglycaemia, yet such figures are within the 
accepted normal limits. 
The author describes the experimental work done by bia 
self and his colleagues at Toulouse. It has two main aspects 
First, they have studied the effect of sympathetic influences on 
the pancreas by periarterial section of all pancreatic arteries, 
and the author claims that this causes hypoglycaemia “ hyper 
insulinie,” though the graphs do not show it very clearly. 
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Secondly, as a test of insulin sensitivity they use a new tech- 
nique—the intramuscular injection of 20-30 units (0.5 unit/kg. 


body weight), which is said to cause a more regular depression | 


of blood sugar than the usual intravenous test. The book 
would be very useful for study and reference if it had an index. 
R. D. LAWRENCE. 


LABORATORY METHODS 


«ni io. By Dr. G. Pittaluga, in collaboration 
(Pp. 459° illustrated. Paper 
covers $7.00; cloth $9.00.) Habana: M. V. Fresneda, Neptuno 
561, Cuba. 

In this book on clinical practice and the laboratory the authors 
have critically considered laboratory techniques and methods 
of examination in order to demonstrate which are the most 
informative and accurate for cliré-al diagnosis. The only 
descriptions of laboratory methods given are of those tests 
devised by the authors themselves, and either little known or 
of which accounts have not hitherto been published, which 
they have found to give more accurate results or be less diffi- 
cult to perform. They give references to all standard pro- 
cedures, and at the end of each chapter a full and up-to-date 
bibliography. 

Especially well written is the section on examination of the 
functional capacity of the kidney. The authors present a well- 
balanced account of the various kidney tests, including measure- 
ment of glomerular filtration rate, effective plasma flow, and 
maximal tubular capacity. The chapters on liver function 
and mycology are also excellent. The photomicrographs and 
illustrations are of a high standard. The book is well pro- 
duced and should be of great use to the practising physician. 

W. T. Cooke. 


SUICIDE 


Suicide and the Meaning of Life. By pianeeette von Andics. 
Preface by Prof. Cyril Burt. (Pp. 219. 8s. 6d.) London: 

William Hodge and Co. 1947. . 

This book is based upon a study of 43 men and 57 women, 
10% being unskilled workers, who had attempted suicide and 
were examined by Dr. von Andics at the psychiatric and neuro- 
logical clinic at Vienna, where they were sent by the police 
commissioner of their respective districts. The author 
approached the material as a psychologist, and excluded 
from examination all cases of attempted suicide by the 
mentally deranged or by inebriates in a state of intoxication. 
Even so she was not primarily concerned with the unconscious 
genesis of the act, but with the experience itself as it affected 
the consciousness of the individual, and she noted, like other 
observers, the occasional cathartic effect of the attempt. 

Dr. Andics believes that for 100 persons who decide to 
commit suicide there are about 250 motives. This neat ratio 
probably means no more than the fact that the motive here, 
as so often elsewhere in anti-social activity, is complex. Indeed, 
like other workers in this field, she finds that suicide and 
attempted suicide occur when several of life’s difficulties inter- 
sect. She states that 81% of her patients had had an unfavour- 
able childhood and a similar proportion had made no friends. 
Above a certain minimum standard it was not so much the 
smallness of income or the insufficiency of the livelihood that 
impelfed the attempt but uncertainty and aimlessness about the 
future. The subjective reaction of the women was in marked. 
contrast to the objective outlook of the men, who were mainly 
concerned with material issues and principles. It was found 
that subjective factors may leave ineffaceable traces in the 
person’s character and sometimes operate in a future conflict. 
The interesting fact emerged that an overwhelming majority 
in both sexes were sexually subnormal, and that this was an 
indirect cause of attempted suicide and acted either by isolating 


the person or by making the attachment to one single partner 


irreplaceable if death or misadventure intervened. 
The number of cases is too small for the author’s conclu- 


sions on these and other topics in the book to be more than ~ 


interesting, but some of the excerpts from her notes are 
illuminating and the book is clearly written. There is no 
indication of the date of the investigation, a matter to be 
regretted in view of the disturbed state of Europe in recent 


years. W. Norwoop East. 


BOOKS RECEIVED 


{Review is not precluded by notice here of books recently received] 


Social Health and Morals. By 1. Fraser Mackenzie, M.D., D.P.H., 
D.T.M.&H. (Pp. 173. 7s. 6d.) London: Victor Gollancz. 1947. 
Includes discussion of the sexual instinct in society, venereal disease, 
marriage and family life, trial marriage, and divorce. 


Malaria. By W.K. Blackie, M.D., Ph.D., F.R.C.P.Ed., D.T.M.&H. 
(Pp. 101. 10s. 6d.) Capetown: The African Bookman (for the 
Post-Graduate Press). 1947. 

A general account of malaria, with an introductory historical review 
and special reference to forms of the disease met with in Africa. 


Abnormal Psychology. By J. D. Page. (Pp. 441. $4 or £1.) 
New York and London: McGraw-Hill Book Company. 1947. 

An introductory textbook of mental disorders, intended for students 
with some knowledge of psychology. 


By A. G. Watkins, M.D., F.R.C.P. 


Paediatrics for Nurses. 
John Wright and Sons. London: 


(Pp. 192. 10s.) Bristol: 
Simpkin Marshall. 1947. 


A clinical account of diseases of children, intended for nurses. 


The Conduct of Life Assurance Examinations. By E. M. Brock- 
bank, M.B.E., M.D.Vict., F.R.C.P. 2nd ed. (Pp. 176. 12s. 6d.) 
London: H. K. Lewis. 1947. 


An account of how to examine persons for life assurance companies. 


The 1947 Year Book of Radiology. Edited by C. A. Waters, 
M.D., and I. I. Kaplan, M.D., F.A.C.R. (Pp. 416. $5.50 or 30s.) 
Chicago: The Year Book Publishers, Inc. 1947. 

Recent advances in radiological diagnosis and therapeutics; with 
many illustrations. 


Die Diagnostik und Therapie des Nebennierenausfalls und das 

Krankheitsbild der relativen Nebennierenrindeninsuffizienz 

Hy tom dl By A. Kappert. (Pp. 102. 8 Swiss francs.) Basle: 
nno Schwabe and Co. 1947. 

A monograph on the diagnosis and treatment of adrenal cortical 

insufficiency. 


Clinical Methods in Surgery. By K. Das, M.B., F.R.CS. (Pp. 240. 
Rs.20 or 35s.) Calcutta: The City Book Company. 1947. 


Describes the clinical examination of surgical cases. 


The Story of a Scottish Voluntary Hospital. By T. C. Macken- 
zie, M.D., F.R.C.P.Ed. (Pp. 284. &s. 6d.) Inverness: “‘ Northern 
Chronicle ” Office. 1946. 


A history of the Royal Northern Infirmary, Inverness. 


A Manual of Fractures and Dislocations. B. B. Stimson. 
A.B., M.D., Med.Sc.D., F.A.C.S. 2nd ed. (Pp. 223. 17s.) London: 
Henry Kimpton. 1947. 


A short guide intended for medical students. 


Health Services in England. By R. C. Wofinden, M.D., BS., 
D.P.H., D.P.A. (Pp. 191. 10s.) Bristol: John Wright and Sons. 
London: Simpkin Marshall (1941), Ltd. 1947. 


A survey of public health services in England. 


The Causation and Treatment of Delayed Union in Fractures 
of the Long Bone. By K. W. Starr, O.B.E., M.S., F.R.CS.. 
F.A.C.S., F.R.A.C.S. (Pp. 233. 42s.) London: Butterworth and 
Co., Ltd. 1947. 


An essay awarded the Jacksonian Prize in 1944. 


Hand book of Communicable Diseases. By F. H. Top, A.B., M.D.. 
M.P.H., F.A.C.P., et al. 2nd ed. (Pp. 992. 42s.) London: Henry 
Kimpton. 1947. 


An illustrated textbook of communicable diseases; with references. 


The Selected Writings of Benjamin Rush. Edited by D. D. 
Runes. (Pp. 433. $5.) New York: Philosophical Library, Inc. 
1947. 

Dr. Rush’s liberal ideas were later of great influence during the 
American Revolution. 


Physical Medicine in General Practice. Edited by A. L. Watkins, 
M.D. (Pp. 341. 30s.) London: J. B. Lippincott Company. 


A practical account for the general practitioner. 
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About a year ago the British Medical Association sought 
by means of a plebiscite the opinion of the medical pro- 
fession on the National Health Service Act. The result 
of the plebiscite showed that for all categories voting there 
was a majority against negotiations on Regulations within 
the framework of the Act. Of the general practitioners 
voting the percentage of Noes was 64. When the Coun- 
cil of the B.M.A. met on Dec. 11, 1946, to decide what 
action to take on the results of the plebiscite it passed this 
Resolution to be forwarded to a special meeting of the 
Representative Body : 

That the Negotiating Committee be advised that in view of 
the results of the plebiscite the Minister be informed that, 
because of the divergence between the principles of the pro- 
fession and the provisions of the National Health Service Act, 
the Committee is unable to enter into discussions with the 
Minister on the Regulations to be made under that Act. 


On Jan. 2 of this year the three Presidents of the Royal 
College of Physicians, the Royal College of Surgeons, and 
the Royal College of Obstetricians and Gynaecologists 
wrote a letter to Mr. Bevan! in which they sought to avoid 
the impasse that would arise if the medical profession 
refused to renew discussions with the Government on the 
National Health Service Act. Mr. Bevan replied’ that if 
discussions took place he would “endeavour to meet any 
views of the profession which do not conflict with the prin- 
ciples of the Act.” When the Representative Body met on 
Jan. 28 of this year it passed the following Resolution : 

That the Association, having considered the final results of 
the plebiscite and the Minister’s letter of Jan. 6 to the Presi- 
dents of the Royal Colleges, and desiring to secure for the 
people the best possible Health Service, is willing that dis- 
cussions be entered into with the Minister to that end, provided 
that such discussions are comprehensive in their scope and 
that the possibility that they may lead to further legislation is 
not excluded ; that after the conclusion of these discussions a 
second plebiscite of the profession be taken on the issue of 
entering the Service. 


~ On Jan. 31 the Minister expressed his willingness to resume 
discussions with the Negotiating Committee in the light of 
the above Resolution. Since that date the Negotiating 
Committee tas been hard at work, and the six subcom- 
mittees it set up have had many meetings both at B.M.A. 
House and with the officers of the Ministry of Health. 
These discussions have been “comprehensive in scope” 
and have been conducted on the assurance that the possi- 
bility of amendment would not be excluded. By now all 
members of the profession in Britain will have received 
copies of the statement of the Negotiating Committee 
summarizing the work of the past months and put before 
the Minister in advance of the meeting with him on 
Dec. 2 and 3. The Minister’s reply has also been circu- 


lated, and both documents are printed in this week's 


Supplement, together with the legal opinion of Sir Cyril 
Radcliffe, K.C., and Mr. J. H. Stamp on the interpretation 
of Section 35 of the Act. 

Commenting on the situation in the first week of this 
year The Times said in a leading article? : “ Yet g Crisis 
of confidence has been precipitated, and it cannot be denied 
that Mr. Bevan himself has helped to precipitate it,” we 
expressed the hope then*® that Mr. Bevan would seize 
the opportunity to show himself a statesman by responding 
to the profession’s earnest desire to discuss clauses of the 
Act as well as the Regulations.” Mr. Bevan has certainly 
discussed clauses of the Act, but in spite of the cogent case 
put to him by the Negotiating Committee he has refused 
to amend the Act in any one particular and has in effect 
done little to remove those grave doubts on certain aspects 
of the Act which unsettle the majority of the profession in 
this country. He has made, it is true, concessions to the 
consultants and specialists, in particular by his offer to get 
aside in State hospitals a limited number of beds in which 
consultants and specialists may treat patients with no 
restriction on the fees to be charged. Mr. Bevan, whose 
persuasively written reply is much more conciliatory in 
tone than his oral responses of Dec. 2 and 3, has gone 
some way to ease difficulties of procedure, but the sub- 
stance of the Act is unchanged. Has he precipitated 
another crisis of confidence by refusing to amend the 
Act in a way that would remove the doubts of those 
who see it as the first step to a whole-time State medical 
service ? 

The Negotiating Committee’s statement is long, and so 
is the Minister’s reply to it. The legal opinion on Sec. 
tion 35 presents some difficulty to those not accustomed to 
following legal arguments. It is hoped, however, that 
medical men and women will find the time to read and 
reread these important statements so that they will fully 
understand the issues when the time comes to answer the 
questions in the plebiscite to be issued on Jan. 31. There 
is the danger that many will become confused by the details 
of the arguments, and that some who flatter themselves as 
practical men will look only at the financial implications 
of service under the Act. Yet the essence of the Negotia- 
ting Committee’s case is nothing more nor less than the 
preservation of the essential freedoms of a profession with 


centuries of a fine tradition behind it. Ata public luncheon — 
the other week Mr. Herbert Morrison boasted of the 
Bevan’s | 
National Health Service Act is part of this revolution. | 


revolution now taking place in Britain. Mr. 
His proposed State monopoly of hospitals and his pro- 
posed purchase of the ownership of private practices are 
two important measures directed to the eventual establish- 
ment of a whole-time salaried State medical service. The 
consultant or specialist who perforce must work in the 
State hospital will while he works in it be an employee of 


‘the State through the Regional Board. The general prac 


titioner in the new Health Service will be a servant of thv 
State through the Executive Councils. Medical men have 
always been proud to serve the community in which they 


1 British Medical Journal, 1947, 1, 66. 
2 Tbid.. 1947, 1, 57. 

- SIbid., 1947, 1, 141. 
4 Ibid. (Supplement), 1943, 2, 29. 
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live. This tradition of direct service to the patient is now 
in the process of being broken. The doctor will now 
serve the patient through the State. The medical profes- 
sion will come under the dominanee of a vast administra- 
tive machine operated by one man—the Minister of Health 
_exercising a power never before wielded by any one man 


. jp the history of medicine. Under the new Act, which the 


Minister refuses to amend in spite of the reasoned case of 


- the Negotiating Committee, all medical men taking service 


in hospital as well as in general practice will cease to have 
an undivided allegiance to the individual. patient. The 


- doctor will have a duty not only to the patient but to 
"the paymaster, and the paymaster himself will have one eye 


on the political weather and the other on his master, the 
Treasury. Apart from any detailed consideration of this, 
that, or the other section of the Act, or this, that, or the 
other method of payment, it is undeniable that the National 
Health Service Act is a revolutionary measure introduced 
into a sphere of public life in which the trial-and-error of 
evolutionary development has increased knowledge and has 
raised British medicine into the proud position it now holds 
in the esteem of the world. “Evolution, not Revolution,” 
was indeed the title of an article published in the 
Supplement* by the late Dr. G. C. Anderson. It is the 
way of progress most suited to the profession of medicine 
and most congenial at least to the English temperament. 
But Mr. Bevan will have none of this and seeks to impose 
what to the majority of medical men is unacceptable. 

In paragraph 3 of its document the Negotiating Com- 
mittee at the outset asked the Minister “ to seek by amend- 
ment of the Act where necessary to have the changes 
made to meet the points raised by the Committee.” The 
Negotiating Committee, it is well to point out, is repre- 
sentative of all phases of professional life. In addition to 
the British Medical Association there are represented on 
it the Royal College of Physicians, the Royal College of 
Surgeons, the Royal College of Obstetricians and Gynae- 
cologists, the Scottish Royal.Corporations, the Society of 
Apothecaries, the Society of Medical Officers of Health, 
the Medical Women’s Federation, and representatives of 
the Non-teaching Voluntary Hospital Staffs. Jointly these 
bodies have failed to secure the essential amendments 
asked for. Jointly, it is hoped, they will persist in seeking 
those changes if the profession by plebiscite asks them to 
do so. The chief points which the Negotiating Com- 
mittee wish to secure, if necessary by amendment, are listed 
in the summary at the end of the Committee’s document. 
The Committee has agreed with the principle that the Ser- 
vice should be available to the whole community, with the 
proposed hospital planning and development on regional 
lines, and with the general structure of Local Executive 
Councils. The Committee considered it to be undesirable 
that a Minister should be empowered to establish a mono- 
poly of hospitals, and requested that private nursing-homes 
should be excluded from the definition of hospitals and 
Clinics set out in Sections 9 and 10 of the Act. They asked, 
too, that the Minister’s discretion should be replaced by 
an obligation to permit specialists in the Service to attend 
their patients in private hospital accommodation. The 
Minister has now promised to arrange in the Hospital 
Service for four types of beds : (1) beds for patients to be 


treated free of charge ; (2) beds for patients who wish to 
pay for privacy but not for consultant fees ; (3) beds for 
patients who wish to obtain privacy and also wish to pay 
private fees according to a Ministerial scale ; (4) beds in 
which no limitation on fees is imposed. The Minister also 
has given his assurance that private nursing-homes run for 
profit will not be taken over by the State. These conces- 
sions can in time be as easily withdrawn as given, and 
the present Minister’s assurances are in any case not bind- 
ing on any future Minister. After no great lapse of time 
the young consultant of to-day will find himself working 
as a whole-time servant of the State in a State hospital. 
Mr. Bevan has refused to remove the anxieties of 
general practitioners by amending the Act. He re- 
fuses to alter the mechanism of distribution, and the 
power to direct doctors remains in the Act. He refuses 
to grant the right of appeal to the High Court on a decision 
to remove a practitioner’s name from the list of an Execu- 
tive Council. He refuses to meet the profession’s strongly 
rooted objection to a basic salary. Even though almost 
the only argument he himself used in supporting a basic 
salary was that it was desirable for a young man entering 
general practice, he has made it applicable to all prac- 
titioners of whatever age entering the public service. 


General practitioners will naturally ask themselves to what - 


is this salary basic, and the answer would appear to be 
that it is basic to a future whole-time salary. Mr. Bevan 
refuses to amend the Act in respect of the ownership of 
goodwill. The retention of the custom of buying and 
selling practices, which general practitioners as a whole 
regard as essential to their freedom as individual doctors, 
would be the one obstacle in the way of Mr. Bevan’s inten- 
tion to direct them by the mechanism of the Medical 
Practices Committee. 

In addition to all this Mr. Bevan refuses to remove the 
ambiguity and anomalies of Section 35 of the Act in spite 
of the fact that his interpretation of the wording in par- 
ticular of Subsection 4 of this section #4 challenged by 
two of the most prominent legal advisers in this country, 
Sir Cyril Radcliffe, K.C., and Mr. J. H. Stamp, the latter 
being counsel to the Treasury. Their reasons for dis- 
agreeing with the Minister’s interpretation of Sub- 
section 4 of Section 35 of the Act are set out in this 
week’s Supplement. Their important conclusion is as 
follows : 

“If Sections 35 and 36 are allowed to become opera- 
tive without amendment the profession and the Ministry 
alike will labour under embarrassing uncertainty on 
matters of great importance until the debatable matters 
have been finally adjudicated upon, and in the meantime 
steps may have been taken on the footing of a construction 
which is ultimately found erroneous with unfortunate 
consequences to all concerned. In our opinion it would 
involve a real hardship to the practitioners concerned if 
they were required to submit to Such uncertainty when 
it has been clearly foreseen and can be removed by an 
amending Act.” 

Whether the Minister’s interpretation is right or wrong, 
the interpretation of this subsection is so ambiguous that 
no general practitioner at present in partnership taking 
service under the Act will know where he stands in relation 
to partnership agreements entered into before the appointed 
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date—July 5, 1948. No one in fact will know what the 
subsection means until the matter has been settled in 
the Courts, and the Minister is content to leave it for the 
Courts to decide. In the meanwhile he gives his assur- 
ance that his interpretation is as stated in the Negotiating 
Committee’s document, and on the basis of this proposes 
methods whereby those in the Service should not suffer 
financial loss owing to partnership agreements. But the 
sole concern of the Courts when called upon to interpret 
Section 35 will be with the wording of the Act and not 
with the assurances of Mr. Bevan or any subsequent 
Minister. Mr. Bevan could have remedied this situation 
by amending Section 35 so as to remove all ambiguity 
from it. This he refuses to do. 

According to the Minister’s interpretation of Sub- 
section 4 of Section 35 (which with Section 36 on Com- 
pensation is reproduced in full in the Supplement) the Act 
does not determine partnership agreements entered into 
before the appointed day. This means that two doctors 
in partnership with agreement to buy or sell a share of the 
practice on the death or retirement of one or other partner 
can hold each other to this agreement if one or both enter 
the National Health Service in July of next year. The 
sale of a share under pre-existing partnership agreements 
will not constitute an offence under Section 35 (2) of the 
Act. There are not a few partnerships in which the one 
partner conducts the private side of the practice and the 
other the panel side. The Minister has stated that he does 
not wish to interfere with private practice. Many men, 
even though the Act might be rendered acceptable, would 
still wish to continue in private practice, and it is likely 
that in such a partnership as is described the one partner 
will continue in private practice and the other will place 
his name on the list of the Local Executive Council. The 
matter is summarized thus by the Negotiating Committee : 

“In fulfilling his contractual obligations under a partnership 
deed a practitioner may be required (a) to buy a partner’s 
public practice, the capital value of which he cannot realize, 
the income from which he cannot receive, and compensation 
for which is not available to him... .” 

The effect of the Minister’s interpretation is to force the 
private practitioner into the public service. 

The Minister, having introduced a basic salary against 
the wishes of the profession, has settled upon a method of 
capitation payment which again leaves the actual financial 
position somewhat obscure. The capitation fee, for ex- 
ample, will vary from area to area according to the number 
of doctors taking part in the Service. The Minister proposes 
that there should be created a central pool of £40,826,250. 
This sum is arrived at by multiplying 95% of the estimated 
population of Great Britain for June, 1948, by 18s. From 
this pool is to be subtracted £6,000,000 odd to provide mile- 
age fees, basic salary, and fees for certain special services. 
If, in fact, 95% of the population were on doctors’ lists, and 
17,900 principals joined the Service, the actual remunera- 
tion per head would amount to 17s. 6d. There will in 
addition be maternity fees, fees for emergencies and anaes- 
thetics, and special grants for training assistants. There 
will also be set aside a sum equal to 1% of the central fund 
for “inducement” payments to assist doctors to practise 


in difficult areas. 


Preoccupation with financial and other details, impor 
tant as they are, for. medical men have their living 
make, must not obscure the main issue which the medica] 
profession now has to face. This issue is summed up in 
the first of the principles enunciated by the Negotiating 
Committee exactly two years ago, thus: 

“The medical profession is, in the public interest, Opposed to 
any form of service which leads directly or indirectly to the 
profession as a whole becoming full-time salaried Servants of 
the State or local authorities.” 


Mr. Bevan claims that his Act does not conflict with any ‘ 


of the profession’s principles. We believe, on the contrary 


that the Act is the first step towards a whole-time salarieg ; 


State medical service, and the refusal of Mr. Bevan to 
amend the Act strengthens this belief. If the medical pro. 
fession after careful reflection on the effect of the Act as 
a whole comes to the same conclusion, then it must decide 
for itself whether the above principle is merely a form of 
words or something which it considers fundamental to 
the practice of the art and science of medicine. 


SUICIDE IN PEACE AND WAR 


The recently published Criminal Statistics for the years 
1939-45 show that the number of suicides and attempted 
suicides in England and Wales decreased during the war | 
In 1938 there were 5,263 suicides, and the number dimip- 
ished almost regularly until 1944, when the total was 3,651. | 
There was a slight rise to 3,818 in 1945. The number of 
men who committed suicide each year, 1938 to 1945 incly. 
sive, was almost twice the number of women—22,618 males | 
and 11,646 females. In both sexes the numbers increased 
in each decade, and reached a maximum in people aged 60 | 
and over. In those aged 21 to 30 years, 2,113 males and 
942 females committed suicide; for 50 to 60 years the 
figures were 4,812 males and 2,822 females ; and, for @ 
and over, 7,957 males and 3,256 females. These figures 
support the general view that men are more prone to com 
mit suicide than women and that the tendency increases 
with age. F. L. Hoffman,’ as the result of thirty-five years 
experience in insurance cases, considers that the age factor 
in suicide is of most importance among the very young and 
the very old. Karl G. Dahlgren,’ in a recent and compre. 
hensive psychiatric and statistical investigation in Sweden, 
found that, broadly speaking, the increase with advancing 
years of the number of suicides in relation to the size of the 
population groups still holds good ; he refers to the work 
of Fiillkrug* for Germany from 1919 to 1923, of Dublin and 
Bunzel* for the U.S.A. from 1911 to 1930 (insurance cases), 
and of Wicksell*> for Sweden from 1921 to 1929. Dahlgren 
points out that the curve of the suicide incidence in Ger- 
many shows a small peak for both men and women aged 
20 to 25 years. A similar peak is faintly shown in Wicksell’s 
curve for Swedish women aged 30 to 35 years. 

1 Suicide Problems, 1927. Newark, New Jersey. 

2 On Suicide and Attempted Suicide, 1945. Lund. 

3 Der Selbstmord in der Kriegs- und Nachkriegszeit, 1927. Schwerin. 


szelt, 

4 To Be or Not to Be: A Study of Suicide, 1933. New York. 

5 Om sjalvmord (Svenska Féreningens psykisk halsovard sméaskrifter 
1934. Stockholm. 

6 ** Suicide,” Encyclopaedia Britannica, 1937. 

7 Text Book of Psychiatry, 6th edition, 1944. London. 

8 J. ment. Sci., 1913, 69, 428. 

® Amer. J. Psychiat., 1938, 95, 97. 

10 Article in Encyclopedia Britannica Book of the Year, 1945. Chicago. 

11 Miinch. med. Wschr., 1906, 53, 1408. : 
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De Jastrzebski® collected figures showing the suicide rate 

million in nine belligerent countries and non-belligerent 
sweden and Switzerland in the years immediately before, 
during, and after the first world war. in each instance a 
notable decline occurred during the war. This writer points 
out that the men withdrawn from civil life, and consequently 
from the populations under statistical review, were not at 


- 


the ages when suicide is most prevalent. He considers 


' that, had suicide remained at the same level among the 


civil population as previously, the general rate would have 


‘ risen owing to there being fewer people left at ages when 


suicide is less likely. He believes his figures show that 
mental strain is not one of the prime causes of suicide, but 
that lack of interest in life itself is one if not the most potent 


factor. However this may be, the fact that the percentage _ 


decline in 1915 to 1918 was greatest in Sweden and greater 
in Switzerland than in six of the belligerent countries sug- 

ts a complex motivation. It could hardly be otherwise, 
for the related emotional disturbance, whether psychotic or 
non-psychotic, is in the final analysis itself complex. More- 


over, the view formerly held by some that suicide was — 


inevitably due to mental disease is no longer acceptable. 


Henderson and Gillespie’ have been impressed by the large 


proportion of cases of attempted suicide admitted to the 


: Royal Infirmary, Edinburgh, and Guy’s Hospital, London, 


that have never previously seemed to require psychiatric 
guidance or control ; and Norwood East,® in an analysis of 
1,000 consecutive cases of attempted suicide, estimated that 
about one-fifth were certifiable as insane. 

The number of attempted suicides recorded in the 
Criminal Statistics for the year 1938 was 3,303. This is an 
underestimate, since all cases are not reported to the police. 
The figure reached a minimum of 2,386 in 1942 ; it rose to 


2,600 in 1943, and a further rise to 2,972 was recorded in 


1945. During the years 1938 to 1945 inclusive 11,711 males 
and 10,248 females attempted suicide. The number recorded 
was greatest among those aged 30 to 40 years ; those aged 
60 and over provided the next highest number. The greatest 
number of males attempting suicide was among those who 
were 60 and over and was 2,836, while the corresponding 
number for females was among those aged 30 to 40 and 
was 2,231. The second highest incidence for males occurred 
in this group. Dahlgren states that most authors find the 
largest number of cases of attempted suicide among men 
in those aged 25 to 29 years, and among women in those 
aged 20 to 24. He refers to Piker,? who found the figure 
for men was highest in those aged 25 to 29 years and for 
women in those aged 15 to 29 years. East found that in 
males the greatest incidence was in the group 25 to 30 
years. Former volumes of Criminal Statistics show that 
during the years 1921 to 1938 there was an almost constant 
rise in the number of suicides and attempted suicides in 
England and Wales. The figures for the years after the 
second world war may have unusual social significance. 

The seasonal incidence of suicide and attempted suicide 
is not considered in the Criminal Statistics but has some 
general interest. LEsquirol found that suicides were most 
humerous in spring and summer. Mbrselli arranged the 
seasons by greatest incidence of suicide in the order 
summer, spring, autumn, and winter. Hoffman stated that 


the mortality rate per 100,000 in 27 American cities (1924 
to 1926) was highest in December and lowest in August. 
Lotka’® found that during 1940 in the U.S.A. the peak 
month was April with a suicide rate of- 16.2 per 100,000 , 
the low points were 12.5 in January and 12.9 in November. 


Dahlgren states that in most European countries the peak 


of the curve is reached in May or June. For attempted 
suicide Dahlgren refers to the work of Rothfuchs" and 
East among others. The former found a maximum in 
June to July, a smaller peak of incidence in September, and 
a minimum in March. East found in his cases a maximum 
in June to July and a minimum in February. Dahlgren 
noted that the figures for both sexes were often highest 
in April, with a less pronounced increase in November for 
men and in October for women. He found a distinct 
periodicity of attempted suicide in both psychotic and non- 
psychotic subjects. Various reasons have been suggested 
for the seasonal incidence, yet none are very convincing. 
It is not without reason that suicide has been described 
as our most baffling social disease. 


ADVANCE INFORMATION 


The British Medical Association agreed with the Ministry 
of Health that the Negotiating Committee’s statement 
should be issued at the same time as the Minister’s reply 
to it. It was agreed that no information should be divulged 
which would prejudice in advance the issue between the 
B.M.A. and the Minister of Health. On its side the B.M.A. 
has kept faith. It was therefore disturbing to find in the 
Tribune on Friday, Dec. 12, two long paragraphs under 
the title of ‘“ What’s Happening” which could have 
been written only by someone with direct knowledge of 
the confidential discussions between the Minister and the 
Negotiating Committee on Dec. 2 and 3. 

The Tribune writes: “ At his final meetings with the 
Negotiating Committee, Aneurin Bevan made it quite clear 
that the Service will start on July 5 ‘ with the resources ai 
our disposal’.” The words “ with the resources at our dis- 
posal” appear between quotation marks. As there has 
been no published account of the discussions with the 
Minister on Dec. 2 and 3 it is pertinent to ask whom 
or what the Tribune is quoting. This paper goes on to 
state that Mr. Bevan “ stood firm ” on the question of buy- 
ing and selling of practices, the distribution of doctors, and 
basic salary. It then suggests that the consultants and 
specialists “are likely to break away.” The Tribune is 
obviously supporting Mr. Bevan’s evident intention’ to 
divide the profession. - 

The Tribune makes a remarkable disclosure of financial 
details which could have been worked out only by some- 
one in full possession of the figures given by Mr. Bevan 
to the Negotiating Committee on Dec. 2 and 3. Thus 
“the capitation fee will work out, it is stated, at not less 
than 17s. 6d. per head of the population. . . .” Again we 
may ask who made this statement. 

“ Politically,” the Tribune states, “the Minister’s firm- 
ness has been most important. If he had been weak in face 
of this reactionary profession . . . it would have increased 
doubts as to the intention to carry out a Socialist pro- 
gramme.” 

Can we take this as a confirmation of the suspicion many 
have that in refusing to amend the Act the Minister is 
governed chiefly by political considerations ? 
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MUSCULAR CONTRACTION 


With the basic mechanism of muscular contraction still 
unknown, there is a special value in the collection of 
detailed and precise data on the observable effects which 
accompany contraction. The simplest of these is the 
release of heat which Prof. A. V. Hill has long studied at 
University College under the inevitably confused condi- 
tions of continued stimulation. Valuabje as these earlier 
investigations have been, it is clearly more illuminating 
as a test of theory to follow a single twitch of muscle 
through the successive stages of contraction, relaxation, and 
recovery. This he has now done, and his methods and 
results were described in a recent paper before the Royal 
Society. 

His measurements were made on the leg muscle 


of frog at a temperature of zero Centigrade, but have . 


been accompanied by sufficient comparison with more 
usual conditions to show that the heat changes thus 
observed can be accepted as typical. Under these con- 
ditions contraction lasts about 0.4 second, relaxation 
0.6 second, and recovery is extended over some 45 minutes. 
Even so, however, the sorting out of the initial stages 
involves time measurements to an accuracy of two- 
thousandths of a second. Also, the total temperature rise 
resulting from a single twitch is no more than about 
0.0025° C., so that for detailed analysis temperature 
measurements of the order of one-hundred-thousandth of 
a degree are needed. The difficulty, which he has sur- 
mounted, is to combine these two requirements of speed 
and sensitivity. 

Procedure on the physical side was to translate the 
temperature changes to be recorded into changes of electric 
potential through a miniature thermopile of thickness com- 
parable with the length of a red blood cell. This in itself 
gives a fair indication of the instrumental difficulties which 
are involved. The output from this thermopile was then 
fed into a spring-mounted mirror galvanometer designed 
and built to combine stability and speed of response. Final 
‘display was on the now familiar cathode-ray tube. By this 
time voltage had been multiplied by a factor of thirty 
million, and the deflection of the electron beam of the 
cathode-ray tube was equivalent to that which would have 
been obtained by observing the light beam of the mirror 
galvanometer from a distance of some 300 yards down 
the road. Any further magnification would have brought 
Prof. Hill to the stage when disturbance would have been 
introduced by the random movements of the atoms which 
make up the deflecting coil of the galvanometer. It may 
be said, therefore, that in a literal and exact sense sensi- 
tivity of measurement has been carried to the extreme 
limit possible. 

The conclusions which follow are that to within two- 
thousandths of a second the release of heat and physical 
contraction begin simultaneously ; that the release of heat 
begins at once at maximum rate as if the muscle had been 
“triggered” into activity; and that at no stage in the 
complete cycle represented by twitch and recovery is 
there any sign of a chemical reaction accompanied by the 
absorption of heat such as the theories of Szent-Gyérgyi 
would presuppose. Finally, there is the peculiarity, which 
like so much else is left for later explanation, that the 
initial release of heat in a single twitch is independent of 
the work done in contraction. It would be a very odd sort 
of cartridge, as Prof. Hill has pointed out, of which the 
same were true in the firing of a bullet. Also, if no wider 
picture is yet possible, facts have at least been provided 
which any future theory of muscular activity must either 
explain or be rejected. 


“WORLD FEDERATION OF ASSOCIATIONS OF 
CLINICAL PATHOLOGY 


An international association of societies devoted to tha 
branch of medicine known in this country and the Unj ‘ 
States as clinical pathology was brought into beine 
meetings held in Paris on Nov. 21 and 22, in the ee 
of the first International Congress of the Société Fran om 
de Biologie Clinique. The International Conference ‘had 
been called under the presidency of Prof. Polonovski f 
the Paris Faculty of Medicine, but at its opening Pro 
Polonovski, in recognition of the pioneer work of the 
European Association of Clinical Pathologists, invited its 
president, Dr. S. C. Dyke, of Wolverhampton, England 
to occupy the chair. Delegates and observers attended 
from Belgium, Czechoslovakia, Denmark, France, Great 
Britain, Greece, Italy, Peru, and the United States, 

The term “clinical pathology,” though long accepted in 
both Great Britain and the United States, is not in general 
use in many Continental countries ; the Conference there. 
fore decided to adopt for international usage the term 
“ clinical®biology,” defined by the European Association 
of Clinical Pathologists as “the application of pathology 
and all its related sciences to clinical medicine.” The 
objects of the International Association were laid down 
as the establishment of permanent co-operation between 
the member national societies of clinical biology; the 
co-ordination of their scientific and technical methods; 
and the furtherance of clinical biology in every aspect by 
means of conferences, congresses, and meetings, and by 
the interchange of publications and more especially of 
personnel. . 

The Conference had before it texts of proposed statutes 
prepared both by the Société Frangaise de Biologie 
Clinique and by the European Association of Clinical 
Pathologists. _ Though prepared independently, they 
showed a surprising degree of conformity, and in the 
course of two sessions the Conference was able to draw up. 
a provisional constitution. This was designed according 
to the rules established by Unesco for its associated inter- 
national bodies and sets up the governing body of the 
International Federation as a council or commission of 
the delegates from the national member societies. This 
council acts through the executive committee of six mem- 
bers elected by itself. : 

The English and French texts of the statutes will come 
up for ratification at a full meeting of the council which 
it is hoped to hold in England in the course of the next 
summer gathering of the British Association of Clinical 
Pathologists. The Conference elected its officers as fol- 
lows: president, Dr. S. C. Dyke (England) ; secretaries, 
Dr. A. Durupt (France) and Dr. J. Ungar (England); 
vice-president, Prof. Raoul Kourilski (France) ; treasurer, 
Dr. W. H. McMenemey (England). The second office of 
vice-president was left vacant in the hope that it might be 
filled by a representative of the United States of America. 

National societies devoted to clinical biology wishing to 
become members of the International Association are 
invited to communicate with either of the secretaries, 
Dr. A. Durupt, 20, Rue de la Pompe, Paris, or Dr. J. 
Ungar, Glaxo Laboratories, Greenford, Middlesex, 
England. 


The work of rebuilding the King George V Merchant Seamen's 
Memorial Hospital in Malta, which was destroyed by the enemy 
in 1942, is now nearly complete. £15,000 is urgently needed for 
medical and surgical equipment. Donations, which will be gratefully 
acknowledged, should be sent to the Medical Secretary, 46, Denison 
House, Vauxhall Bridge Road, London, S.W.1. 
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Fatal Cases of Influenza 


gix,—In connexion with the proposed investigation of fatal 

of influenza referred to in the paper on p. 994 of this 

cue of the Journal, 1 would like to invite the co-operation of 

ctitioners. Wouid any practitioner who is interested in the 

subject and who might in the future be able to supply clinical 

details of fatal illnesses notified by him as being due to influenza 
please write to me at the address given below.—I am, etc., 


niversity Department of Medicine, 
Utne Royal C. H. Sruart-Harris. 


Erythroblastosis Foetalis and Breast-feeding 

si,—The paper by Dr. I. A. B. Cathie (Oct. 25, p. 650) has 
given guidance of the clinical management of erythroblastosis 
foetalis. His conclusions confirm the suggestions concerning 
the breast-feeding of affected infants made by one of us some 
months ago.’ However, a point of technique needs clarification. 

Cathie incubated equal volumes of gastric secretion and serum 
of high Rh-antibody content for one hour and proceeded to 
investigate the resulting mixture for Rh antibodies. A similar 
experiment was carried out in the laboratories of the N.B.T.S., 
Sheffield, in August, 1946, by one of us (I. D.). The fasting 
gastric contents of six babies, all less than 10 days old, were 
ysed. The procedure adopted was identical with Cathie’s, but it 
was found on testing the resultant mixture for antibody content, 


1 


| 


using known Rh-positive cells, that the mixture had a lytic 
action, and no results were obtainable. The pH of the mixture 
was determined with the facilities available and found to be acid. 
Attempts were made to neutralize this mixture, without satis- 
factory results. The acid nature of the gastric contents was 
expected.” 

From the experiments conducted two further points of interest 
were observed. First, by separating the milk into lipoid and 
aqueous fractions there was strong evidence to suggest that the 
antibody content was in the aqueous portion and not the lipoid 
fraction, This was considered to be of importance in view of 
the possibility of antibody being ingested adsorbed on to fat 
molecules without digestion occurring. Secondly, it was found 
that by digesting breast milk containing Rh antibodies with 
rennin there was a definite reduction in antibody content of the 
milk examined. Rennin has been found in the stomach of 
infants during the first day of life,* and it is generally accepted 
that the digestive enzymes are present in the foetus some weeks 
before term.° 

Further studies of the digestion of breast milk and antibodies 
are being undertaken as and when material and apparatus 
become available-—We are, etc., 


C. CHRISTOPHER BOWLEY. 
Sheffield. Ivor DUNSFORD. 
REFERENCES 
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2 Holt, L. E., Diseases of Infancy and Childhood, p. 320. New York, 1940. 
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4 Pritchard, E., Physiological Feeding of Infants and Children, 4th ed., p. 29. 


London, 1922. 
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Direction of Labour 


Sir—As a result of labour direction during the war the 
members of our profession have become used to certifying men 
as physically fit or unfit for specific jobs. On the whole such 
certification was in the interest of the worker, as it was a safe- 
guard against men being compelled to do work at which they 
would be inefficient or which would be detrimental to their 
health. Obviously there was no ethical objection to such certi- 
fication. But the recent introduction by the Government of the 
Control of Engagement Order may well raise an issue of ethical 
importance to the profession. For the first time in the history 
of our country legislation has been introduced to compel 
workers in peacetime to engage in work which is not their own 
choice. Without going into the arguments for and against this 
type of legislation, there can be little doubt that the vast 
majority of us look upon the Order as the introduction of indus- 
trial slavery. In the controversy which recently raged round the 


’ showed a “ positive” sputum 19 years ago. 


proposed National Health Service our profession took a very 
strong line against the direction of doctors to take up practice 
in districts which were not their own choice. We took this 
stand on ethical grounds. The practice of compulsion, to 
which we rightly objected, is now being applied to the vast 
majority of citizens with very few exceptions. 

Now here is the practical point. If the workers should prove 
recalcitrant it may well be that the Ministry of Labour will 
ask us to examine the rebels as to their fitness for the job to 
which they have been directed. If we agree to undertake such 
examinations we will make ourselves accessories to the enforce- 
ment of a practice which we consider morally wrong. On the 
other hand, if the worker should ask us in confidence for such 
an examination, there would be no ethical objection to issuing 
a certificate. The worker could use it or not as he saw fit. I 


_ trust the Association will give this matter immediate considera- 


tion and that it will warn members of the impropriety of 
conducting such examinations if asked to do so.—I am, etc., 
Woodford Green, Essex. L. P. Gray. 


B.C.G. Vaccination in Control of Tuberculosis — 


Sir,—I should be grateful if you would let me correct an 
error that has been pointed-out to me in Table IV of my paper 
on B.C.G. vaccination (Nov. 29, p. 855). In the text of their 
paper Aronson and Palmer have grouped their non-pulmonary 
with their advanced pulmonary cases, and in the corresponding 
table they have failed to indicate that their advanced cases refer 
to pulmonary. cases alone. On re-examination of their figures, 
it seems probable that the real numbers were as follows:— 
No. developing N.P.T.:3 in vaccinated, 19 in control group ; 
No. developing P.T.:14 in vaccinated, 49 in control group. 
Though this change in distribution affects the N.P.T./P.T. ratio 
and the argument I have based on it, it does not, of course, 
alter the total number of cases in the vaccinated and control 
groups. Readers may be interested in a recent paper by 
Levine’ in which he draws attention to technical defects in 
some of the American investigations on B.C.G. and to the 
completely negative results obtained by Blanch, Blanch, and 
Lieutier’ in a study of over 100,000 infants vaccinated by B.C.G. 
in Uruguay.—I am, etc., 

G. S. WILson. 


REFERENCES 
1 Levine, M. I. (1947). Amer. J. pub. Hlth., 


37, 1089. 
2 Blanch, P., Blanch, H., and Lieutier, H. (1945). 


Rev. Tuberc. Uruguay, 13, 1. 


Sir,—All tuberculosis workers in the field will welcome the 
pungent paper by Prof. G. S. Wilson on “ The Value of B.C.G. 
Vaccination in Control of Tuberculosis ” (Nov. 29, p. 855). I 
hope it will be read and re-read. He suggests a possible trial 
on nurses entering the larger hospitals. Too many would be lost 
sight of to make the trial a success. There are at present no 
short cuts for the eradication of pulmonary tuberculosis. Find, 
isolate, educate, treat, rehabilitate the adult positive case ; 
encourage the sure but unspectacular work of tuberculosis 
health visitors. This, I suggest, is the hard but only way.—I 
am, etc., 

” Church Stretton, Salop. G. Lissant Cox. 

Sir,—The critical article on B.C.G. by Prof. G. S. Wilson 
(Nov. 29, p. 856) and your able leading article thereon (p. 873) 
are of great interest at the present time. I propose to comment 
briefly on only one aspect of Prof. Wilson’s paper—namely, his 
suggestion that, as children of tuberculous parents undergoing 
B.C.G.- vaccination must be separated from their homes for 2 
or 3 months following vaccination, this separation might be 
prolonged “ till the tuberculous member of the family has been 


cured, has died, or has been admitted to an institution for 


chronic cases.” | 

Dealing with each of these alternatives in order : (1) No 
patient can by definition be considered as “cured” until a 
minimum of five years from the onset of the disease, and many 
patients may take longer than this. I have, for instance, at 
present an afebrile patient aged 39 in this hospital who first 
(2) The average 
survival time of a patient dying of pulmonary tuberculosis from 
the date of diagnosis is probably also in the neighbourhood of 
five years. (3) Where are the)institutions for chronic cases at 
Beds in them, in my experience, are 


the present moment ? 
practically unobtainable. 


: 


United 
eing at | 
> COUrSe 
rancaise 
nce had 
Vski, of 
Prof, | 
Of the 
vited its 7 
ngland, | 
ittended 
» Great 
general | 
e there. | 
le term 
ciation 
thology 
The 
1 down 
Detween 
the 
ethods ; 
pect by | 
and by 
ially of | 
Statutes 
Biologie | 
Clinical 
> they | 
lraw up. 
cording | 
d inter- 
of the | : 
sion of ( 
. This | | 
X mem- | 
| 
| q 
| 
Seamen's 
ate | 


1008 Dec. 20, 1947 


CORRESPONDENCE 


MEDICAL 


It seems obvious, therefore, that if these suggestions were 
acted on semi-permanent banishment of the child from its home 
environment would be necessitated, and I cannot fee] that this 
disruption of family life would be approved of either on 
humanitarian grounds or by child psychiatrists even if prac- 
ticable. I was glad to read in your leading article that 
tuberculin-negative nurses certainly need protection, a point I 
endeavoured to make in your correspondence columns some three 
years ago. Unfortunately, some of our leading tuberculosis 
workers still await conversion to this belief.—I am, etc., 

London, N.W.9. W. E. SNELL. 


Student Health and the B.M.S.A. 


Sir,—As a medical student who happens to have begun 
his studies a decade later than the majority I was greatly 
interested by the letter of Dr. G. H. Blair (Dec. 6, p. 931) on 
the B.M.S.A.’s proposal to make it compulsory for students 
to be medically examined. Your correspondent implies, in my 
opinion correctly, that this is an example of the political 
orientation which tilts the views of the organization, but I should 
like to discuss the probable aetiology of this “ revolutionary ” 
‘bias. Most students being in their adolescent or early adult 
phase of life, it seems not unexpectéd that a high proportion cf 
them should be susceptible to impulsive social feelings. At this 
age, when the rational faculties tend to be submerged by the 
emotions, one would surely anticipate that impatience with 
prosaic conventionalism found its outlet in a sincere but quite 
misguided appetite for revolt. Unhappily, more experienced 
advocates of political extremism (whether to the “left” or to 
the “ right ”) exploit and manipulate this common leaning. 

I certainly recall going through this phase myself many years 
ago, but in my contact with students I have seen little sign of 
it among those who have reached the clinical stage of the 
curriculum. I did, however, encounter much of it at an 
institution where I studied First M.B. subjects, though 
this included a large proportion of general science students. 
Significantly, perhaps, these were composed of the much 
younger groups. Because such manifestations are the outcome 
of a psychological immaturity, much might be done by skilful 
and timely guidance. Young men should be taught to adopt 
an objective attitude towards social problems, just as they are 
trained in the impartial handling of professional controversies. 
If it were possible to reduce the incidence of this revolutionary 
passion, which I venture to christen the “ Emotional Diarrhoea 
Syndrome of Adolescence,” we should almost certainly control 
a great deal of current and future unrest.—I am, etc., 

London, S.W.10. J. A. FLETCHER. 


Sir,—I am grateful to Dr. G. H. Blair for making his remarks 
(Dec. 6, p. 931), not because I agree with what he has said, but 
because it gives me an opportunity of replying and providing 
certain relevant facts which he either did not possess or over- 
looked. First, as a result of the B.M.S.A.’s resolution calling 
for compulsory annual medical examination of clinical students, 
a meeting was held in Edinburgh on Nov. 26, 1947. Roughly 
one-third (approximately 200) of all clinical students 
of the University attended, and the following resolution was 
debated and carried by a 73% majority of those voting : 

“ That the clinical students of this University are in favour of 
yearly compulsory medical examination with provision for genuine 
objections.” 

As far as is known no “expert to study and report on student 
health ” has ever been appointed by the medical school, as was 
suggested by Dr. Blair. I need make no further comment, 
therefore, about the first part of Dr. Blair’s letter. 

I should, however, like to explain what the resolution aims at 
and why it was made. It was felt that in the matter of student 
health the clinical students should give an active lead to the 
rest of the student body. The examinations are to be for the 
benefit of the students themselves and presumably also for the 
benefit of the public with which clinical students come into 


* intimate contact. It is true to say that almost all students realize 


the value of thorough medical check-ups, but obviously they 
are not unanimous about compulsion. The word compulsion 
has unfortunately acquired a yery political significance, and 
we have attempted in this case to consider it purely on its merits 
in relation to the problem discussed. In the light of past 


_ pulsion. 


- 
experience compulsion seems to be the only possible way ; 
which the majority of students will benefit from the sama ies 
offered to them. This has been adequately illustrated b 
provisions made in the University of Aberdeen, where ree 
stand, medical students are compulsorily examined (no objec. 
tions have been raised so far), while the students jn othe; 
faculties have been encouraged to make use of the 
facilities voluntarily, the response being about 25%, Reman 
in a questionary to all students at St. Andrews University , 
was found that a two-thirds majority was in favour of a 
In actual fact those who are against the examinatia, 

itself, not merely against compulsion as such, will stil] have the 
chance of objecting in the recognized way, while the compulsion 
will aim at those who are simply apathetic (still a very large 
group). 

Secondly, I shall deal with the entirely unwarranted attack 
on the B.M.S.A. This body was formed by, and at the 
of, medical students in 1941. It was formed because there are 
many problems which concern all medical students and also 
because it was felt that an exchange of views and students 
between the various schools was highly desirable : this has 
since been proved to be the case. The headquarters of the 
B.M.S.A. are in B.M.A. House, London, and all but a fey 
London schools are members. The policy is laid down by the 
Annual General Meeting and the Association has so fa 
succeeded in concerning itself entirely with matters pertainj 
to medical students. The work of the Association has noy 
received recognition from most medical students in the country 
and from very many senior members of the staff, who take part 
in our many activities. The insinuations of Dr. Blair are with. 
out any foundation whatsoever, and before making deroga 
remarks of that nature I think one ought at least to be sure 
of the facts.—I am, etc., 

S. M. Drancz, 


Edinburgh. President, B.M.S.A. 


Sir,—As one connected with the origins of the B.M.S.A. and 
as its first president I read with interest Mr. S. M. Drancz’s letter 


on student health (Nov. 22, p. 843) and the reply from Dr. G. H. 


Blair (Dec. 6, p. 931). The subject of student health has 


been considered by the B.M.S.A. since its inception, and it 


would appear to most medical men that there is advantage in 
regular routine examination, to include pulmography, for all 
students at set intervals throughout their career—this not only 
for their own benefit but to safeguard fellow students agains 
the infectious conditions during the period of university over. 
crowding. The question of compulsion is debatable but cap 
only be finally settled in practice. 
portion will object, nor can I see a valid objection on the part of 
the subject provided such examination and medical confidences 
are not abused. 

It was known in 1942, the year the B.M.S.A. was founded, 
that Edinburgh had an excellent student medical service, as had 
other schools. This was then thought to be a good reason for 
spreading the service to include the less fortunate student com- 


munities on both sides of the border. This—to me—simple | 


deduction makes Dr. Blair’s letter difficult to understand, and 
the logic of his statement, ““ An Edinburgh student has no other 
responsibility than to his own medical school,” is not apparent, 
relevant, or true. I can only be thankful that generations of 
brilliant Edinburgh students and graduates have not acted onit 
and have published their advance in system and knowledge to 
the world-at large. I cannot see, nor, I hope, will most people 
allow, that because an idea comes from outside a particular 
locality it should be condemned, and I hope that most 
universities will consider the B.M.S.A. scheme on its merits 
and not in the limited aspects of Scottish nationalism. 

As to the question implied in Dr. Blair’s second paragraph, 
the origins of the B.M.S.A. were never concealed. It began in 
1942 as the result of a meeting of London medical school’ 
representatives who wished, in view of the differences, especially 
in the clinical years, between medical and other students, to 
have an organization other than the existing faculty committee 
of the N.U.S. The B.M.S.A. owed its inception largely to the 
generous financial and moral support of the B.M.A. and 
particularly to the encouragement given to its officers by th 
present secretary, Dr. Charles Hill. I have not had th 


privilege of reading Sir Ernest Graham-Little’s observation o 
its colour, nor was I aware, either during my presidency 


I doubt that even a pro | 
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colour, athletic or political. Looking back 


it had a 
fater, that it ecollection is of a generously multi-hued 


on that year my 1 
enthusiasm.—I am, etc., 


London, N.W.6. Ivan R. CLOUT. 
sudden Death after Intravenous Injection of Mercurial 
Diuretic 


_—A. G. Oettlé’s case of sudden death after intravenous 
“neptal ” (Oct. 4, p. 530) prompts me to a few remarks. Such 
disasters cannot always be avoided—e.g., if they happen after 
the first injection to a patient, where there is no reason to expect 
untoward. reactions. Such cases, fortunately, are extremely 
rare. More often, faulty choice of the case and an overdose are 
the cause of toxic reactions. 

The following rules should help to restrict fatal or toxic 
reactions. Mercury administration must never be given in 
excess of the excretory power of the kidneys. Low con- 
centrating power and poor response to a previous injection are 
warning signals. The minimal injection-free interval should be 
three days, except in acute emergencies. Digitalis, strophanthin, 
yrea, and ammonium chloride help to make this possible. The 
dose of ammonium chloride must be adapted to the needs of the 
case ; 15 gr. (1 g.) t.id.—the usual dose with many practitioners 
—is insufficient for most cases. 15 gr. four to six times daily 
two days before the injection, plus an additional dose of 30 gr. 
(2 g.) on the day of injection, is needed in most cases. 
Ambulatory patients should be asked about unpleasant 
reactions to the previous injection. Warning signals are quite 
common and most important. Fever is one of them. Patients 
should rest for half- to one hour after the injection before 
leaving. 

Nobody has yet found out why some people tolerate 
: jntramuscular mercurials invariably well, while others don’t, in 
spite of local analgesics. Research should be directed towards 
finding a uniformly well-tolerated mercurial diuretic.—I am, etc., 


Trutnov, Czechoslovakia. M. WINTERNITZ. 


“ Unjustified ” Use of d-Tubocurarine Chloride 


Sir—Dr. A. H. Galley’s letter (Nov. 22, p. 840) does call for 
comment, and perhaps the more so because of its title “ * Unjus- 
tified’ Use of d-Tubocurarine Chloride.” 
apart, the account of how even one of the great may be 
incommoded by the annoyances that beset lesser men is quite 
gratifying. In most operations the choice and management of 
' the anaesthesia is left entirely to one’s anaesthetic colleague : 
in a caesarean section the technical procedures of the obstetri- 
cian have to be closely adapted to the type of anaesthesia 
being used, and this is my excuse for intruding upon an 
anaesthetist’s argument. Surely Dr. Galley has missed the main 
point stressed by those who advocate the use of d-tubocurarine 
chloride for this operation. Its value is that the section can be 
done with the minimal amount of general anaesthesia and yet 


| with complete control of the patient. If properly administered 


the patient should regain consciousness as soon as the last stitch 


is tied. Thereby the special menace of general anaesthesia for 
this operation is averted. If of course the drug is not used 
with this object then its use might certainly be termed 
“ unjustified.” 

The point about the dynamic effects of curare as opposed to 
thiopentone may be left for further inquiry ; myself, I have 
no doubt in the matter, but Dr. Galley’s remarks about relaxa- 
tion of the abdominal muscles should not go uncontested. 
To say that anaesthetic muscular relaxation is unnecessary in a 
caesarean section because the muscles have been well stretched 
by the pregnancy is surely wrong. Some relaxation must be 
obtained for a lower-segment operation, and particularly when 
any general anaesthetic is being given as well ; sometimes indeed 
when the bleeding occurs from: torn sinuses on the surface of 
the lower flap a quiet abdomen becomes an urgent need. The 
whole discussion certainly is profitable if it serves to emphasize 
my earlier point, that d-tubocurarine chloride as an adjunct to 
general anaesthesia in caesarean section can only give its 
admirable results if both the anaesthetist and the obstetrician 
know what they want from its use.—I am, etc., 


Liverpool. PERCY MALPas. 


Technical details- 


Sirn,—Dr. M. J. Pivawer (Dec. 6, p. 928) complains of 
anomalous results from prothrombin estimations by Quick’s 
method and states he had to substitute (for prothrombin estima- 
tion) clotting time by the method of Lee and White. Pro- 
thrombin estimations are the safest guide ; and the method of 
Quick has passed through many hands (and heads) with great 
benefit. The method we use is only partly modified here, but 
is very reliable. Important points are (i) use fresh plasma, (ii) 
conduct the operation at 40° C., (iii) vary the concentration of 
calcium chloride, (iv) use perfectly fresh viper venom of (if 
possible) guaranteed potency, (v) pezform.at least six estimations 
on every sample of plasma, varying the calcium chloride, and 
report the test giving the shortest time. It may be necessary to- , 
do twelve tests on one specimen of plasma, but usually six tests 
are enough. It is necessary to have a very bright light con- 
centrated on the vessel in which the estimation is being 
performed, so that the earliest indications of the reaction can 
be observed. The normal time is 11 to 12 seconds ; it is unsafe 
to allow the time to exceed 30 to 35 seconds. 

It is necessary to remember that dicoumarol takes at least 
48 hours to act ; many failures have been reported because the 
process of embolism or thrombosis continued unabated after 
dicoumarol had been given. For immediate effect heparin is 
unrivalled. Heparin 100 mg. intravenously every four hours for 
two days is a good introduction for dicoumarol given 
simultaneously with the first dose. After 36-48 hours the heparin 
is stopped and the dicoumarol continues the anticoagulant 
effect. The effect of heparin, though powerful, is transient.—I 
am, etc., 

Epping, Essex. 


FRANK MARSH. 


Case of Camphor Poisoning 


Sir,—At 1.25 a.m. on a Wednesday in March, 1945, I was called 
to see a child 27 years old who was delirious. On crossing 
the threshold I noticed the whole house smelt of camphor, and 
the bedroom where slept parents and child smelt strongest. 


Case REPORT 

The child was sitting up in bed frightened; it obviously saw 
things which it referred to as ‘‘ quack-quacks.” It was flushed, 
with a scarlet rash all over the body, limbs, and face, least red on 
the extremities. The pupils were widely dilated but contracted to 
the light of a torch. Temperature, 100.2° F. (37.9° C.) ; pulse and 
respirations normal; chest clear. Its chest and night clothes were { 
well soaked in camphorated oil. Its bowels had recently opened | 
and it had passed urine. 

I was told that the child started with a cold on Saturday evening, 
and to protect its chest the parents had soaked it in camphorated a 
oil ever since—i.e., for about 80 hours. Diagnosis: Camphor i 
poisoning. 

Treatment: There being no better diaphoretic available I ordered 
hot water with sugar to taste and a very hot bath, which was easily { 
obtainable. While Pater was going to see to this, Mater was to 
collect the child’s night clothes, day clothes, some of its bedclothes, 
its towel, and everything that smelt of camphor and remove them 
to the furthest corner of the scullery; open windows and doors, 
and clear the house of the smell of camphor ; then warm up bed- 
room and provide clean warm bed and night clothes. This treatment 
was completely successful. 


I understand that in 1945 camphorated oil consisted of 1 part 
camphor and 4 parts arachis oil by weight. Hence 1 oz. (30 g.) a 
of camphorated oil would contain 96 gr. (6.4 g.) of camphor, ; 
which, if completely absorbed, would be more than three times 
the fatal dose for such a child. More than 1 oz. of oil had been | 
used.—I am, etc., 


Lincoln. G. D. SUMMERS. 


Battle Neurosis Treated with Leucotomy | 


Sir,—Is reluctance to advocate leucotomy in neurotic condi- . 
tions really due to “misinformed opinion or theoretical 
prejudice,” as Drs. William Sargant and C. M. Stewart (Nov. 29, 
p. 866) suggest ? In the huge neurosis centres which had been 
set up in Germany in 1918 when discipline had begun to crack 
“ active treatment ” was organized on a large scale with the aim 
to cure neurotics, if possible, in one session, discharge them 
home, and employ them in factories serving the war industries. 
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| worked in one of these centres. On the day of admission 
patients were given an interview ; on the following day under 
mild ethyl chloride anaesthesia an injection of methylene blue, 
and, if cured, discharged the day after. 97% of the 
cases responded to the treatment given. 3% were thought 
to be incurable. But the study of the psychological make-up 
of these “ incurables ” showed that their case was by no means 
hopeless. 

There was a man who had been in bed for over three years 
suffering from spastic paralysis of both legs, the muscles of 
which were atrophied to such an extent that it appeared 
extremely doubtful whether, even after a successful treatment, 
the patient could possibly stand on them. He had been through 
all sorts of treatment without any improvement, and the methy- 

- lene blue had been of no avail either. I decided to give 
him methylene blue again, but after a different and more 
thorough psychological preparation. When this man came 
round from the anaesthetic, and was told to climb down from 
the table, he did so and walked through the room practically 
without help. This case became the subject of much con- 
troversy ; it was argued that the man was a malingerer, as no 
genuine neurotic with a record of such severity could have been 
cired by what in the opinion of the critics amounted to a 
simple appeal to the patient to give up hostility, hate, and 
distrust and place himself willingly, confidently, and happily 
into my hands. Of course, the dynamic possibilities of what 
Freud later described as “ positive transference” were not yet 
understood in those days. The patient was no more a 
malingerer than the one cured by leucotomy was a com- 
pensation neurosis. The methylene-blue treatment was no farce, 
as was argued, but the bridge of silver over which the patient 
could walk to health. It legalized, as it were, his surrender 
before the tribunal of his conscience, or, in psycho-analytical 
terms, it appeased his superego. 

In my experience some sort of magic has always to be 
employed:in cases where a powerful and obstinate superego 
defeats all ordinary measures of treatment, unless one is 
prepared to embark on a long course of psycho-analysis. The 
magic of the methylene blue was not very impressive even in 
1918. I could have chosen a better one; and it had failed 
before. But I wished this case to be a test case for the thesis 
that our cures were really not due to suggestion, as was 
generally believed, but to the solving of conflicts. Therefore 
the suggestion value of the treatment had to be diminished. I 


could do it because I was dealing with an infantile personality. —~ 


His superego was open to bribery. 

I do not say that leucotomy is no genuine cure for neuroses. 
I do not know really how it works ; so the cure which it brought 
about may not be due to magic. But I do say that leucotomy 
to-day is a better magic than methylene blue even was in 1918. 
It could have been an efficient and suitable appeaser for the 
patient’s more sophisticated superego, though I doubt whether 
in the later stages of the atom age an enlightened ego would 
dare to suggest it to his “super” as suitable appeasement. 
Incidentally, if empirical evidence of post hoc cures should be 
relied upon in preference to theories, it would be more in favour 
of nasal than of neurosurgery. Therefore practitioners who 
are called upon to recommend leucotomy against neuroses 
will have to depend on “theoretical prejudice” after all.—I 
am, etc., 


London, N.W.11. B. SAALER. 


Tetralogy of Fallot 


Sin,—While not wishing to underestimate the real value of 
Mr. Gordon Murray’s contribution (Dec. 6, p. 905) to the 
surgical treatment of Fallot’s tetralogy I feel that there are 
some points, (a) clinical and (b) historical, which can be 
challenged. Of the clinical points, I suggest : (1) The “ blue 
maladie” is a term which is not necessarily synonymous with 
the “tetralogy of Fallot”; it refers to any member of the 
cyanotic group of congenital cardiovascular malformations in 
which there is persistent cyanosis. (2) Mr. Murray might well 
have been more correct if he were to have said that, in a patient 
over the age of, say, 6 years who is suffering from chronic 
persistent cyanosis as the result of a congenital cardiovascular 
defect, the “ probabilities are about 75% that the diagnosis is 
the tetralogy of Fallot.” 


The points of historical interest are large! 

E. Gintrac in a monograph entitled Stniadton. Prd. by 
sur la Cyanose ou Maladie Bleue, published in Paris in | 
In his book Gintrac mentions some matters of relative in = 
as follows : (1) His own publication : “ Recherches Anal ve 
sur Diverses Affections dans Lesquelles la Peau Présente 
Coloration Bleue, et, en particulier, sur Celles que Ton 
Désignées les Noms de Cyanose ou Maladie Bleue ” (Collect ? 
des Theses de la Faculté de Paris, 1814, No. 95). (2) The 
“morbus ceeruleus” which had long been in use by enw 
authors. (3) The term “ictére bleue” as used by many other 
medical writers was probably a translation of that used 
Paracelsus—viz., “‘icteritia ccelestina seu cyanea 
De Icteritiis, p. 487. Apparently, according to Gintrac, this 
term, as used by Paracelsus, was not employed with sufficien 
discrimination to be of any value for “modern diagnos: : 
purposes. However, there seems to be little doubt that Pea 
whose book On Malformations of the Human Heart was first 
published in 1858, was not the first person to speak of th 
“blue maladie.”—I am, etc., 


London, N.4. I. H. Miner, 


Penile Carcinoma 


Sir,—Dr. D. Preiskel (Dec. 6, p. 928) can hardly expect ritua) 
circumcision to be instituted as a routine measure, in spite of 
its proven therapeutic value, while prophylaxis against such 
killing diseases as smallpox and diphtheria is not on a com. 
pulsory basis. Surely the “ psychological objection to imitating 
the Jews is a far-fetched and unwarranted hypothesis 
After all, the Christian ritual and religion are of Jewish 
origin and the insinuation of possible racial prejudice canno; 
be taken seriously, since we are told—in Luke—that the 
Founder of Christianity underwent the Abrahamic ritual—| 
am, etc., 


Pencoed, Glam. BEN SAMUEL. 


Sin, —The unsupported statement (Nov. 22, p. 841) of even so 


distinguished a member of the profession as Mr. W. Sampson | 


Handley cannot be taken as proof that the “ mixed bacterial flora 
that flourish beneath the prepuce” can cause or even have 
caused carcinoma. In the absence of scientific proof to this 
effect it is, I submit, wholly illogical to attribute 3 
relative immunity to cervical carcinoma possessed by Jewesses 
to the mutilated condition oftheir spouses’ sexual organs. 
One might almost as well suggest that the greater Jewish 


liability to diabetes is to be attributed to ritual circumcision— : 


I am, etc., 


Launceston, Cornwall. DONALD M. O’ConNoR. 


Sm,—Jewish thought on the relation of man to his 
Maker dominates the Christian world. In hygienic matters itis 
equally worthy of attention. The relative freedom of Jewish 


women from carcinoma of the cervix is almost certainly due’ 


to the circumcision of Jewish males. This immunity is nota 
racial peculiarity, for, as I have shown, it is manifest in the 
circumcised Fijians, who share Fiji with a separate community 
of uncircumcised Indians. It is a strange reflection that in 
this matter the hygienic code of Moses in the dawn of history 
is still ahead of present standards and that in consequence 
thousands of women are annually sacrificed to this form of 
cancer. 
Dr. D. Preiskel’s letter (Dec. 6, p. 928) suggests that circum- 
cision is an operation of Jewish origin. That is not the case. 
It is found in independent communities separated by the breadth 
of the world, but always inhabiting hot climates, where its 
hygienic advantages became most manifest. It was practised by 
the Egyptians before the Jews went to Egypt. The oldest known 
mummy, that of Ra Nefer, destroyed in the bombing of the Royal 
College of Surgeons in 1940, had been subjected to the opera: 
tion. It was practised in Arabia, and Abraham learnt ih 
advantages from his Arabian wife Zipporah, who circumcised 
their son. His broad-minded adoption of the operation for 


himself and his descendants is an example.of freedom from 
racial prejudice worthy of imitation. 

But except for the phimotic with a long prepuce it can & 
replaced either by meticulous cleanliness, or more certainly by 
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——— f this | 
It wi ; _ Dr. Preiskel’s criticisms of this latter simple 
Recherek? sng esene to show that he has never performed it. The Foetal Cries 
S in 1824 | cjumsy lateral flaps of prepuce left by it so atrophy and retract —_ Sir,—I was interested in the cases of vagitus uterinus which 
Ve interes: | jyat in a few years the result is practically indistinguishable have recently been described in your corréspondence columns, 
nalytiques } from a circumcision, though no tissue has been removed.—I particularly with Dr. Jean Burton-Brown’s letter (Oct. 25, p. 672), 
SSente une am, etc., ; in which she mentions 123 cases occurring between 1800 
W. SAMPSON HANDLEY. and 1941. The phenomenon, has been known for well 
( i . over 2,000 years. In book xxiv of Livy’s History of Rome 
Tear Foreign Body in the Vagina he records a case which occurred in Italy during the critical 
bY “Severaj —The unusual nature of the following case makes it days of the second Punic war in 214 B.c. On this occasion the 
any other | worthy of publication. : Romans were encouraged by a foetal cry of “Io triumphe ” to 
t used by The patient was a widow aged 60 years who wore a 24-in. (6.3-cm.) Persevere and ultimately overcome the fears and trials of their 
—in his watch-spring pessary for prolapse. The ring had not been changed time. It is to be regretted that foetal cries of to-day, interesting 
ntrac, this for a year, and she complained of an unpleasant vaginal discharge though they may be, contain no encouragement for us to endure 
\ sufficient and slight discomfort in the left iliac fossa—this latter being present our present hardships.—I am, etc., 
diagnosis” | for two weeks. On questioning her with regard to douching I Isleworth, Middlesex. C. W. F. Burnett. 
t Peacock, | elicited the fact that she had been in the habit of douching with a ; ‘ 
+ Was | weak solution of enema syringe. She 
e this three Al 
ak of ‘the ee ed the ring with some difficulty with the patient lying on acundiens 
her right side and with her knees drawn well up (I am left-handed), Sir,—As practising hospital almoners we should like to com- 
MILNER. and thought at the time that there was something peculiar about the ment on Dr. Trevor H. Howell’s letter (Nov. 22, p. 843) on the 
ring—namely, that it appeared to ‘have an irregular bar fixed across care of the “ chronic sick” by almoners when the new National 
its centre. When it ey haem ~~ ; bar mot the a Health scheme comes into force. May we first correct the 
Pect ritual “of. On ‘er implication that almoners cherish their money bags ” and 
n spite of | ‘he had ever mislaid the nozzle of the enema she said that she had— regard assessment or collection as their main function? In 
‘ist such | nine months ago. She added that the reason she did not suspect the hospitals where almoners have not yet been able to shake off 
N a com. | whereabouts of the nozzle was that she thought she had seen the cat this millstone they anticipate the new scheme with joy because 
imitating | playing with it at about the time that it was lost. it will leave them free to carry out the job for which they have 
ypothesis. | My reason for writing the above note is to show how long a undergone an intensive training—ic., to do social work in 
of Jewish ign body of moderate size may be retained in the vagina co-operation with the medical staff to facilitate the patient’s 
ce ca foreign recovery. 
ae without producing symptoms of any severity.—I am, etc., It is true that we may be free to do more for the “ chronic 
ritual; | London, S.W.4. G. J. GRAINGER. a great deal 
: in di ty is that our scope is severely limited by the lack 
Asthma and the Inhaler of suitable old , icili i 
people’s homes or domiciliary nursing services. 
an. Sir,—It is agreed that the treatment of patients suffering from While we are willing and anxious to do all we can to relieve 
f bronchial asthma is a real problem, especially during the winter the often unpleasant and pathetic lot of the aged sick folk, the 
4 EVEN SO | months. The inculcation of a careful regime and breathing magnitude of the problem far exceeds the resources at our 
Sampson , exercises rarely, if ever, succeeds in warding off attacks, and disposal. The difficulty lies not so much in almoners’ being so 
erial flora | patients have to resort to antispasmodics. Apart from some busy with money bags that they have no time for caring for 
= have expensive proprietary preparations most antispasmodics are the chronic sick, as that there are inadequate voluntary or 
f to this ; associated with troublesome side-effects in a large number of _ statutory proyisions for their care.—We are, etc., 
ribute 4] asthmatics, and these unfortunates dread the treatment as much — M. Cu J 
Jewesses ' their affliction. ME 
orga. | The modern inhaler with inhalant proves a godsend to these 
: Jewish patients, and the results from the doctor’s point of view are , 
cision ¢ most gratifying. The important point is that the doctor must Pulmonary Tuberculosis in Austria 
teach the patient how to use and maintain the inhaler, and apart ; 
ONNOR. } from treating the attack I advise the use of the inhaler three Sir,—Only recently I happened to see Dr. A. Macfarlane’s 
times daily during a flare-up of acute bronchitis. Simply to letter (Aug. 30, p. 348) containing rather far-reaching conclu- 
to his | prescribe the inhaler is an utter waste of time, and there must S!00s regarding the effect of undernourishment.on tuberculosis. 
\tters itis | be many of them locked away in cupboards and regarded as Unfortunately the figure given for 1945 is not correct. In 1945 
of Jewish | useless because the patients have not been taught their correct here were 7,269 deaths from pulmonary tuberculosis in Austria 
ainly due | use. Personally I keep one in the surgery for demonstration 294 not 5,043. The corresponding figures for Vienna are as 
is nota | purposes, and the few minutes thus expended pay dividends not follows : 
st in the} only in the gratitude of the sufferer but also in reducing Year Polanary Tb 
mmunity | emergency calls. A small proportion of patients cannot be 1940 2,146 
n that in| taught to use the inhaler. 1942 3337 
f history} Doubtless there are cases of severe asthma requiring injection 1943 2, 
sequenct } of antispasmodics, but I think that the doctor will find that most ao 3734 
form of} of calls will respond to the inhaler if he cares to 1946 2,379 
carry it i 
t clea nah — +o. Sanens Kay. The drop in 1946 can only be explained in one way. In 
the case . 1945 under the stress of hunger, overcrowding, lack of hospital 
> breadth Food Cuts and Calories accommodation and medical attention a great number of cases 
where its} SiR—It is indeed timely that such figures as those of Dr. have died who under normal conditions should have lived some — 
ctised y| G.TT. Mills (Dec. 6, p. 926) should be published. For'too long Probe 
st known} now has this country been. stalied up with the helf-truths ably in 1948. The number of newly discovered cases. of 
he Royal} and misrepresentations of the Ministry of Food. B : pulmonary tuberculosis has been increasing steadily since 
earmt is} entirely false picture—a bottle of whisky a day will supply all 
cumcised} the required calories. As is pointed out, the actual calories 
ition for} obtained from our diet ies tie ts ’ ok ca older persons. I do not think that the death rate and the 
from . are nothing like those promised and even morbidity in Vienna allow to abandon proved views and to 
om less like those needed. Perhaps this accounts for the poor : i 
J 4 build up a new theory on the effect of undernourishment on 
all oerndh of the population to minor infections and their lack tuberculosis—I am etc 
i A . 
ainly by ysical stamina.—I am, etc., A. FIscHER, 
Coventry. HALE Public Department, Vienna. Chief Tuberculosis Officer. 
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Alleviation of Prickly Heat ‘ 
Sir,—I have read your annotation on prickly heat (Nov. 15, Obituary 
p. 779) and should like to mention a method of alleviation of 
this annoying complaint which is very effective and dramatic —>== 


in its action, although it is not a cure, nor does it supersede any 
methods which are known to be effective in its prophylaxis or 
cure. I am referring to the beneficial effect of “ benadryl.” 
Within the space of several hours of taking 100 mg. of benadryl 
there is a blanching of the affected area and a concomitant 
relief from the intense itching. A short course of benadryl 
lasting 1-2 days is able to cause a complete remission of 
symptoms, but naturally in an adverse climate there will be a 
recurrence. I presume that other antihistamine drugs will act 
similarly. I should be very grateful to hear of anyone’s 
experience of this method.—I am, etc., 


Netley, Hants. LEON RADCLYFFE. 


Diet and the Nation’s Health 


Sir,—In the debate of the Hunterian Society on Nov. 17 
(Journal, Nov. 29, p. 882) the dietitians fought a losing battle 
on the issue “ That our present diet is undermining the health 
of the nation.” Mr. Dickson Wright stated that the assembly 
looked a well-fed one—not a very scientific remark, as his 
audience were in a favoured position to keep so, and I doubt 
very much whether he himself was living on the calorie level 
he suggested as adequate for others. 

Sir Jack Drummond gave an account of the robust health of 
our present-day children. He never mentioned their mothers 
who nowadays are unable to suckle their own progeny for more 
than a week or two and then have to turn to dried milk, orange 
juice, and cod-liver oil or substitutes. I suppose these substitutes 
are better than the real article and will build better Britons 
than their grandparents. In addition these self-sacrificing 
mothers who give up their meagre rations to keep their children 
healthy are now called upon to do extra factory work. The 
dietitians are trying to flog a dying horse, dying of malnutrition 
without hope or energy.—I am, etc., 


Wood.ey, Cheshire. J. G. BENNETT. 


POINTS FROM LETTERS 

What is a Psychiatrist ? Ee 

Dr. J. B. Gurney SmitH (Epsom, Surrey) writes: Having reference 
to the recent correspondence on the M.R.C.P. and specialists and 
the D.P.M., I should be very glad to know what is a psychiatrist. 
. . . It would seem that there are many medical men definitely 
engaged in psychiatric work calling themselves psychiatrists who 
have no real right so to style themselves. A surgeon is usually 
the possessor of the F.R.C.S. or M.S. and a physician the M.D. or 
M.R.C.P. Surely all psychiatrists should be diplomates in their 
particular subject? I shall be glad of any official and informative 
views on this subject. 


Hospital Treatment of School-children in Shropshire 

Dr. CLaupe E. Tancye (Truro, Cornwall) writes: This corre- 
spondence must have roused great regret. With the advent of the 
National Health Service it is more than ever vital that there should 
be complete accord between the general body of practitioners and 
the medical officer of the authority. . . . I would like to suggest 
that such difficulties can be avoided by the appointment of a medical 
advisory committee. Over more than a quarter of a century in 
Wiltshire such a committee, appointed by the County Branch, was 
of the utmost value to the profession and myself. It ensured that 
in presenting any proposal to the authority affecting practitioners 
I could rely on the support of the profession, since a free and 
informa! discussion had already taken place at the medical com- 
mittee and agreement been reached. I take this opportunity of 
putting on record my gratitude to those who came so regularly and 
so cheerfully from all parts of the county to collaborate with me. . . . 


Companions of St. Luke : 

Dr. Isapet PuLTeney (2, Bryanston Place, London, W.1) writes: 
Some of the readers of the Journal may be interested to know of the 
existence of the Companions of St. Luke. This is a society of women 
doctors and medical students, communicant members of the Church 
of England, which has as its aim the mutual support of the members 
in leading a Christian life and the spread of the Catholic faith. 
The numbers are at present small and inquiries are welcomed from 
any who feel themselves to be in sympathy and would like further 
information. The Constitution allows of the admission of men 


. Students and doctors, either as a separate ward or as a mixed body; 


we shall be glad of suggestions on this point. 


CHARLES BOLTON, C.BE., M.D., DSc. F.RS. FRC P 


With the death of Charles Bolton on Dec. 6, at the age of 77 
the profession loses one of its remaining links with that vigorous 
Edwardian period when general consulting practice and fume 
mental laboratory research did not appear incompatible. The 
start had not been easy for him. A Yorkshire lad from Whitby 
he was apprenticed there at 16 to a local doctor for three years, 
and then to a Manchester practitioner for a further two ; 
Guided perhaps by the success of his elder brother, he 

his time as an apprentice so well that at the age of 21 he Was 
able to enter for the medical course at University College 
London, with an exhibition of : 
£100 a year. The scientific 
atmosphere he met there was 
at first an astonishment and 
soon a life-long inspiration to 
him. 

He took the London B.Sc. in 
1894 and graduated M.B., B.S. 
two years later. After holding 
resident appointments at his 
own hospital under Sir Rick- 
man Godlee and Dr. Frederick 
Roberts, he became resident 
medical officer to the Evelina 
Hospital for Children and, 
thereafter, assistant medical 
officer at the Eastern Fever 
Hospital during the  distin- 
guished superintendentship of 
Dr. E. W. Goodall. He then : 
returned to University College Hospital, where for three years 
he was resident medical officer. Two years later he was 
appointed to its staff as assistant physician, became physician 
in 1912, and consulting. physician in 1935. In 1908 he gained 
the D.Sc. degree; he was elected F.R.C.P. in 1909, F.RS. in 
1918, and he was awarded the C.B.E. in 1920. In 1911 he 


married Ethel, daughter of the late Henry George, and, although ' 


he had no children, the family medical tradition begun by him 
and his brother, the late Joseph Shaw Bolton, professor of 
mental diseases in the University of Leeds, is carried on by his 
nephew and niece. 

Bolton was peculiarly fortunate in the period of his training, 
for he came to University College when it housed a galaxy of 
talent in its medical faculty. The medical school had not then 
been separated from its parent body and the faculty at 
University College combined both clinical and_ preclinical 
subjects and housed all the laboratories. Thane and Schafer 
were at the height of their powers. On the clinical side were 
Ringer, Barlow, Rose Bradford, Victor Horsley, and Sidney 
Martin, and at that time Horsley and Bradford were in the 
full flood of active research. A little later Bayliss and Starling 
joined the staff. It is not surprising that in this atmosphere 
Bolton should have had his scientific enthusiasm aroused and 
should have acquired that habit of mind which he retained 
through his whole life—the habit of research into the 
mechanism of phenomena. But he did not diverge into 
physiology. Perhaps his early apprenticeship in general prac: 
tice determined his road, for it was to pathology he’ tumed, 
and in this he was largely influenced by the writings of 
Cohnheim. His first researches were undertaken while he was 
at the Eastern Fever Hospital, where he demonstrated that in 
typhoid fever the infecting organism could pass the placenta 
and infect the foetus, and that in fatal diphtheria chromato 
lysis occurred in the medullary nuclei. 

In 1903 he was awarded a Grocers’ Company research 
studentship for six years, and thus obtained the 
freedom for laboratory work. His earlier interest in t& 
mechanism of bodily function now reasserted itself, 


stimulated by clinical observations on a case of constrictive 
pericarditis, he began a long series of investigations into th 


nature of dropsy. In these he was far ahead of his time, it 
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fact only now is the essential correctness of his views beginning A long connexion with the Edinburgh Royal Infirmary 


to be appreciated. Two examples will suffice to show this. 
Over thirty years ago Bolton clearly stated that the oedema 
of cardiac failure could not be accounted for by increased 
yenous pressure but that the prime factor in this condition 
was a change in the permeability of the capillary wall. It is 
only recently that the work of Landis on the effects of stag- 
nant anoxia on capillary permeability has vindicated Bolton’s 
views. Again, Bolton showed that the centrilobular damage 
in the nutmeg liver of cardiac failure was not due to back 
ressure but was the result of an active necrosis in the 

nchymal cells. Large as this subject’ was, it was not his 
only research interest. In 1904 he published the first of his 
important papers on gastric ulcer; he used specific gastro- 
toxins in order to produce a localized ulcer in animals. This 
led him to the proof that gastrotoxins produced no visible 
damage in the stomach’s cells unless they were exposed to acid 
gastric juices. Neutralize the acidity and no ulcer results; 
augment it and the lesion extends, though it never becomes a 
chronic ulcer like that seen in man. It was on the basis of 
these observations that he shaped his therapy of peptic ulcer 
and substantiated it by a monumental research on the clinical 

s of this condition. 

By the middle of the first decade of this century Bolton’s 
reputation as an investigator was established, and in 1907 an 
event occurred which gave him the opportunity he deserved. 
University College Hospital Medical School separated from its 
parent body, University College. The new school had acquired 
its own research facilities and a director was needed. In 1908 
Bolton was appointed, on a part-time basis, as the first director 
of the Graham Research Laboratories. Two vears later he 
was appointed to the lectureship in pathology, which made him 
responsible for all pathological teaching and work in the school. 
These posts he continued to hold until 1914, when, their duties 
having grown greatly, they were merged in a single whole-time 
post to which the late Prof. A. E. Boycott was appointed. Then 
came the first world war. Bolton took charge of the military 
wing at University College Hospital and became fully immersed 
in clinical practice. 

With the close of the war the second period of Bolton’s life 
began. His reputation as a clinician had advanced to equal 
his reputation as an investigator. He now reaped the rewards 
—or penalties—of distinction: he was in demand. His practice 
grew widely, not only in regard to his particular interest in 
peptic ulceration, but in general medicine. Yet it was 
characteristic of the man and his generation that, although 
accepting the rewards of his reputation, throughout the whole 
of this busy period, and until his retirement, he reserved one 


afternoon a week for research. Then he would be found in: 


his laboratory with old John Vandome in faithful attendance. 
Cigarette in the corner of his mouth, smoke curling into his 
eyes, he operated on his animals with a casual deftness that 
was in surprising contrast to his large frame and deceptively 
slow manner. 

Behind this record of solid achievement as a_ practising 
physician, as an investigator, and as a teacher lay a massive 
personality. Bolton was a man of singular concentration. 
Embarked on a line of thought, he pursued it with an un- 
deviating momentum which rendered him cheerfully impervious 
to all distractions. But once his attention was captured the 
questioner received a scrutiny as intense as the preceding 
abstraction and found himself cross-examined with a relent- 
less precision that soon got to the root of the matter. Yet 
there was nothing of the unapproachable about Bolton. He 
was the most friendly and cheerful of souls. Add to this a 
dry humour, as native to Yorkshire as his accent, and the 
secret of his personal popularity is not far to seek. 


ROBERT A. FLEMING, LL.D., M.D., F.R.C.P.Ep. 


Dr. Robert Alexander Fleming died at Innerhadden, Kinloch- 
rannoch, on Dec. 5, at the age of 85. A native of Dundee, 
he graduated M.A. at Edinburgh University in 1884, and M.B., 
C.M. with first-class honours in 1888. He also studied at 
Vienna and Berlin, became a Fellow of the Royal College of 
Physicians of Edinburgh in 1892, and took his M.D., with a 


‘gold medal, in 1896. 


began in 1897 when he was appointed pathologist, and in 
1900 he became an assistant physician. He was made a 
junior physician in 1913 and senior physician in 1919, 
with charge of wards. He was also senior lecturer in clini- 
cal medicine at the University. When he retired from the 
Royal Infirmary in 1927 under the age limit he was appointed 
consulting physician, and thus maintained his link with the 
hospital for a further twenty years. As a Territorial officer he 
saw active service with the Salonika Expeditionary Force when 
over the age of 50 as a major in charge of the medical division 
of the 2nd Scottish General Hospital, and also with the 42nd 
General Hospital. He was later surgeon to the King’s Body- 
guard in Scotland, Royal Company of Archers. 

During the course of a long medical career he held many 
appointments, including that of physician to the Royal Edin- 
burgh Hospital for Incurables, examiner in medicine for the 
Royal College of Physicians of Edinburgh, and medical adviser 
to the Prison Commissioners for Scotland, in which capacity 
he interested himself particularly in Borstal and other reform 
institutions. In 192%9 he was president of the Royal College 
of Physicians of Edinburgh, and was honoured by the University 
of Edinburgh in 1928 with the degree of LL.D. His publica- 
tions included a Short Practice of Medicine in 1919, and he 
wrote a number of articles on diseases of nervous and respira- 
tory systems. A member of the British Medical Association 
since 1889, he was secretary of the Section of Neurology in 
1898, and vice-president of the Section of Medicine at the 
annual meeting in Edinburgh in 1927. He was a Fellow of the 
Royal Society of Medicine, and a Fellow of the Edinburgh 
Royal Society. As a clinician and teacher he will be remem- 
bered by his colleagues and former students for his quiet and 
kindly personality, and for his ready sympathy. With a wide 
circle of friends, and a keenness for archery, shooting, and 
fishing as recreations, he remained in active professional work 
until a few months before his final illness. He is survived by 
Mrs. Fleming, three sons, and a daughter. 


JULIAN AUGUSTUS ROMAINE SMITH, M.D. 


We record with regret the death of Julian Augustus Romaine 
Smith on Nov. 13 at Melbourne. He was one of the most 
versatile men who have practised medicine in that city. Born 
in Surrey in 1873, he went early in life with his parents to 
South Australia. He was educated at Prince Alfred College, 
Adelaide, obtained the B.Sc. degree at Adelaide University at 
the age of 19, and returned to Prince Alfred College as mathe- 
matical and science master. Medicine attracted him, however, 
and he began studying it at the University of Adelaide. At this 
time, as the result of a dispute with the Government of the day, 
the teaching staff of the Adelaide Hospital resigned in a body. 
In order to complete the course some of the senior students went 
to Sydney ; others, including Julian Smith, to Melbourne. He 
qualified in 1898 after gaining first place in every examination 
for which he sat. He rowed twice for Adelaide University in 
the inter-university boat races and later coached the Ormond 
College (Melbourne University) crew. His language as a coach 
has become a legend, and his dark piercing eyes seemed to 
bore through oarsman or student who failed to reach the quite 
attainable standards expected of him; but the dawning smile 
which ultimately irradiated his face held his victim’s affection. 
As appointments to the resident staff of the Melbourne 
Hospital are made according to the position of the graduates 
in the final honours list, he became senior resident officer. Not 
only was he a most original teacher but he had the skill to 
read blue-prints and the manual dexterity to construct compli- 
cated technical apparatus. For example, soon after x rays were 
discovered and drawings of machines were available, Julian 
Smith—having undertaken for a few years a practice in a 
country town where there was no electric current available— 
made a Wimshurst generating machine and produced excellent 
x-ray negatives with it. Being invited to join the staff of 
St. Vincent’s Hospital he returned to Melbourne, and here his 
great ability found full scope. He studied biochemistry as it 
evolved and made use of it in his practice. He learnt the 
technique of cystoscopy in its earliest days and played his part 
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in raising the efficiency of diagnosis and the standard of uro- 
logical surgery. When Almroth Wright published his first 
work on the opsonic index Smith came to England to deter- 
mine its value at first hand. As elsewhere in the world at 
that time hygienic measures had scarcely begun to lower the 
incidence of surgical tuberculosis, and many patients. were sent 
to Australia because of its excellent climate. Smith, although 
an accomplished surgeon, was never content to accept a tradi- 
tional operation as the final word and ever hopeful of finding 
a cure by means more rational than surgery. Later, when 
Ronald Canti made his first film of tissue culture, Smith visited 
England again to see this and to learn what progress was being 
made in cancer research. Meanwhile he carried on a large 
surgical practice with a fine clinical mind, balanced judgment, 
and technical skill. He exacted from his students what he 
practised as a habit in his own work—careful clinical examina- 


‘tion controlled by relevant laboratory methods. ; 


During his long experience of peptic ulceration, which began 
with the dawn of gastric surgery in Australia, he became con- 
vinced that blood transferred direct from a donor was more 
effective than citrated blood in controlling-haemorrhage. With 
his skill in making or adapting apparatus he modified the 
“ Frankfurt” rotary pump, had his own connexions and 
needles made, kept the latter flawlessly sharp, and collected 
and grouped donors. At first he employed this method for 
his own patients and those colleagues who desired it at his 
own hospital. As with increasing years he gradually relin- 
quished general surgical work he applied himself with missionary 
zeal to transfusion. He gave his time and strength to organizing 
the method of direct transfusion for the teaching and the mili- 
tary hospitals in and around Melbourne. With battle casualties 
returning, as well as the demands of civilian practice, many 
physicians and surgeons gladly availed themselves of his 
services. He continued this work for several years after his 
70th birthday. He was also elected an honorary Fellow of the 
Royal Photographic Society; he exhibited regularly at the 
exhibitions of that society, at the London Salon of Photo- 
graphy, and in America. 

Julian Smith was singularly free from personal ambition— 
certainly of its more vulgar manifestations. His investigations 
of other methods of treatment never turned him from the teach- 
ing and practice of sound surgery. They were evidence of his 
restlessly inquiring mind, satisfied with nothing that seemed to 
him capable of improvement. He was a very lovable man. 
He is survived by his wife, three sons, a daughter, and the 
affection of the whole profession and inhabitants of Melbourne 
and Victoria. 


Dr. Ceci. BeresForp HoacG, medical officer of health of 
Kettering, died in the Middlesex Hospital on Nov. 26 at the 
age of 57. He graduated M.B., Ch.B. at Aberdeen University 
in 1914, and proceeded M.D. in 1925, obtaining his D.P.H. in 
1922. After serving with the R.A.M.C. during the 1914 war, 


he was appointed senior assistant medical officer at the Monsall - 


Fever Hospital, and later held a similar appointment at the 
Royal Hospital for Consumption, Ventnor. He then became 
senior assistant medical officer of health and assistant school 
medical officer for Blackburn. In 1930 he was appointed the 
first whole-time medical- officer of health and school medical 
officer for Kettering. In addition he was medical superintendent 
of the Kettering Joint Board Infectious Diseases Hospital and 
medical referee to the Kettering crematorium. Dr. Hogg pub- 
lished a number of papers on such subjects as artificial pneumo- 
thorax, paratyphoid, and Sonne dysentery. He was a fellow 
of the Society of Medical Officers of Health, and will long be 
remembered by his colleagues, with whom he was working 


until six weeks before his death. He is survived by his widow | 


and one daughter. 


A. T.J. writes: I should like to pay a tribute to the memory 
of the late Sir John Fraser. We cannot realize that he has 
gone from us, as he appeared to have a strong physique and 
vigour and seemed to be a real picture of health and strength. 
I may say that he was the most charming man I ever met, so 
genial, kind, and sympathetic. He had the well-being of every- 
one who contacted him at heart, and I know he always wanted 
to give every assistance to all who appeared before him. His 
death will be a loss to Edinburgh and especially to the 
University, in which he held the honourable position of 
reg He has well deserved the honours bestowed upon 

im by His Majesty the King, in which honours all his friends 


and acquaintances rejoiced. We revere his memory and reali 
the great loss which the community and especially his f 
have sustained. He has gone from his labour to his 
and I personally mourn with all who knew him. 


Medical Notes in Parliament. 


Medical Practitioners and Pharmacists Bill 

The Medical Practitioners and Pharmacists Bill, which had 

already passed the House of Lords, where its provisions for 

admitting foreign practitioners to the United Kingdom Register 

had been fully expounded, came up for second reading in the 
House of Commons on = 

Mr. ANEURIN BEvaN recalled that before and during the war 

a number of doctors from abroad came to this country. but had 

been unable to practise until special arrangements were Made 


‘under Defence Regulation 32B of July, 1940. That tempo: 


register had been closed in February, 1946, but doctors on that 
register continued to be registered till Dec. 31, 1947, 

that they would be unable to practise unless the position was 
regularized. At the same date Polish doctors temporarily 
registered under the Polish Resettlement Act would cease to 
be registered. Some of these, however, might not be in Britain 
at the end of the year.. He estimated that about 1,500 to 
doctors would want to avail themselves of the facilities under 
the Bill. About 200 Polish doctors brought here under the 
Polish Resettlement Scheme had registered, and this figure would 
have increased by the end of the year. The Bill would also 
cover graduates of the Polish School of Medicine, Edinburgh, 
and other doctors who arrived here owing to war circumstances 
before Aug. 4. Aug. 4 was the date on which the intentions 
of the Government had been made known. 

Mr. WALTER ELLIOT said that the Conservative Opposition 
proposed to afford every facility for the passage of Bill. 
He trusted it would be possible to go a little further and to 
extend the arrangements for reciprocity. Relaxation of our 
stringent conditions, even as regards distinguished physicians 
from the New World, would be of great advantage. 

Mr. SOMERVILLE Hastincs said the Bill arose at the 
suggestion of the British doctors themselves, who were will- 
ing to give up exclusive possession of facilities to practise 
obtained by six years of hard study, to reward doctors from 
abroad who had served the country well during the war. He 
was grateful to the Minister for agreeing with the medical 
profession and he hoped the profession would reciprocate by 
agreeing with the Minister in the negotiations now proceed- 
ing. He felt some doubt about Clause 81, which conferred a 
temporary right to practise on persons from abroad who 
satisfied the General Medical Council that they intended to 
be in the United Kingdom temporarily for employment in a 
medical capacity in a hospital or other institution approved 
by the Council. The Clause would allow doctors from abroad 
who came here for postgraduate instruction at the hospitals 
and medical schools to take jobs as house-surgeons. Some 
doctors who came to this country did not reach the standard of 
men and women qualified here. Patients in the ward of a 
hospital would be placed in the charge of one of these doctors 
and would have no choice in the matter. The Clause should 
be recast to say “demonstration and instruction” instead of 
“employment,” and “a teaching hospital” instead of “a 
hospital.” He thought Parliament was giving the 
Medical Council too much power in this Bill. 

Sir Henry Morris Jones did not agree that the generosity 
of British doctors to foreign doctors justified an appeal to the 
former to show equal generosity in accepting the provisions 
of another Act to which many of them .objected. He drew 
attention to Clause 4 under which many would come in whose 
capacity for general practice was little known. He suggested 
— _should undergo an ad hoc examination to protect the 
public. 

Mr. BeEvAN, replying to the debate, said he was pleased with 


the reception given to the measure. He was grieved, however, - 


at Mr. Somerville Hastings’s remarks on postgraduate medical 
education. They had not enough postgraduate facilities now, 
but could make London, Edinburgh, and Great Britain gener- 
ally the medical Mecca of the world. There would be pro 
visional registration of doctors not on the temporary register 
so that their experience and knowledge could be tested before 
they were permanently registered. . 

The Bill was read a second time. 


Professional Freedom 
Mr. House asked on Dec. 4 whether the attention of the 
Minister of Health had been directed to evidence recently given 
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j at St. Pancras that Henry William Maryon died 
minutes of being given an of congo-red 
wi by a medical practitioner ; and would he take steps to stop 
practice of injecting drugs. 
Mr. BevAN said he had heard of this unhappy case. Acci- 
dents due to this cause were extremely rare. The injection of 
had for years been an essential part of modern therapy, 
and there was no reason to think that its discontinuance would 
be anything but a disadvantage in the public interest. Nor was 
it his proper province to prevent doctors from using their free 
clinical judgment to the best of their professional ability. 


Industrial Health Research—Mr. HerBert Morrison said on 
Dec. 8 that the expenditure of the Medical Research Council on that 
part of the programme in which it was advised by the Industrial 
Health Research Board amounted to £161,520 over the last four 

ial years. During the same period twelve .eports on this 


| work had been published Officially and forty-six other reports as con- 


tributions to scientific journals. The policy was to continue the 
expansion which had already taken place on a considerable scale 


since the war. 


_ EPIDEMIOLOGICAL NOTES 


Poliomyelitis 
In the week ended Dec. 6, for the first time since the week 
ended July 5, notifications of poliomyelitis, 70 (103), were 
below the peak figure for 1938 of 85 notifications in the week 
ended Oct. 22, 1938. The fall from 103 to 70 maintained a 
more rapid rate of decline which has been noticeable since 
the week ended Nov. 15, and if this rate continues notifica- 
tions should be reaching the usual winter level of 4 to 5 cases 
a week by the middle or end of January. 


Discussion of Table 


In England and Wales an increased incidence was recorded 
for cases of measles 539, whooping-cough 330, acute pneumonia 
64, cerebrospinal fever 14, paratyphoid fever 14; the only 
decreases were dysentery 64 and scarlet fever 47. 

An increase in the notifications of measles was recorded in 
most areas, the rise in the North being greater than in the 
South; the largest increase during the week was Glamorgan- 
shire 64. Cases of whooping-cough were more numerous 
throughout the country; the largest increase in notifications 
was Yorkshire West Riding 68; the only exception of any 
size to the general increasing trend was a fall in Lancashire 59. 

The 44 cases of cerebrospinal fever were notified from 17 
counties, the largest local returns being Birmingham C.B. 4 
and Liverpool C.B. 5. Seven of the total of 18 cases of para- 
typhoid were notified in Yorkshire West Riding, Kirkburton 
U.D. Only small variations occurred in the returns of scarlet 
fever. The largest fluctuation in the notifications of diphtheria 
was an increase of 10 in Durham. Only 3 further cases of 
dysen were notified from the outbreak in Berkshire, 
Wallingford R.D., and no further case from the outbreak in 
Staffordshire, Willenhall R.D. The largest returns of dysentery 
were Lancashire 24 (Liverpool C.B. 14) and London 14. 

The cases of poliomyelitis were widely dispersed throughout 
the country, the highest totals of notifications being Lancashire 
12 and Surrey 11. The largest number of notifications in an 
administrative area was 9 in Surrey, Hambledon R.D.; the 
other seven administrative areas with more than 1 case notified 
had only 2 or 3 cases. 

In Scotland increases were recorded in the notifications of 
measles 159, dysentery 25, scarlet fever 23, and acute primary 
pneumonia 17. No large increases occurred. Notifications of 
measles in Glasgow were 303, compared with '*S in the pre- 
ceding week, and an increase of 20 was .  rted in the 
notifications of dysentery. 

In Eire only 190 cases of measles were notified, 68 fewer 
than in the preceding week. In Dublin the number of notifica- 
tions fell by 30, and no further cases were reported from 
Waterford, Dungarvan U.D., where 43 cases were notified in 
the preceding week. 

F ow Ireland the notifications of measles increased 
y 18. 


Week Ending December 6 


The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 2,027, whooping-cough 
1,488, diphtheria 205, measles 2,799, acute pneumonia 530, 


cerebrospinal fever 46, acute poliomyelitis 70, dysentery 93, and 
paratyphoid 8. 


. London (administrative county). (c) 


No. 
INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Nov. 29. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) d and Wales (London included). (b) 
land. (d) Eire. (e) Northern Ireland. 
Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in and and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. (d) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 


1947 _|1946 (Corresponding Week) 
Di 
@ @ 
Cerebrospinal fever .. 4 3 2; — 47, il 3; — 
Deaths oe 1) — 1 
216} 30) 52} 20) 10} 301) 24) 42) 10 
ths oe 33— | — — 
Dysentery 77| 40} —| — 58} 17] 366 —| — 
Encephalitis lethargi: 
1 
Erysipelas 3 8}; — 49; 13) 6 
Infective enteritis or 
diarrhoea 2 
* years 45 49) 
Deaths 4 7] 4 64 
Measles* 121}. 337 190) 6,005} 221] 331) 45) 106 
Ophthalmia neonatorum 51 1 4 #2a4— 61 2} 10! — 1 
Deaths 
Paratyphoid fever... 18} — | — 19 1/2(B) —|— 
Pneumonia, influenzal.. | 567) 31 7| 4 #33) 745) 64 6 
Deaths (from  infiu- 
enza)t 18} 1) — 203 3} — 1] — 
nia, pri 309} 17 319) 33 
34 17 41 8 
Polio-encephalitis, acute 3} #1 
Poliomyelitis, acute .. 103 18] — | — 16] — 
Deaths oe ee am 
Deaths 
Puerperal pyrexiat ..| 134] 1 130) 5} 10) 1) — 
Deaths 
Scarlet fever .. .. | 1,765} 123} 334} 54] 47] 1,383] 108] 309} 33] 53 
Whooping-cough* | 1,513] 105} 57| 28 109) 253} 56) 28 
Deaths (0-1 year 34 80) 41) 11 
A, | rate | 
(per 1,000 live births) 
ths (excludi still- 
| 4,711] 646] 185) 156] 4,763) 662) 198) 133 
Ann th rate 
1,000 persons 13-4) 11-7 14-6] 
Live births | 7,891]1245|1009| 431] 201] 9,609)1433)1139| 402) 247 
Annual rate per 1,000 ; 
persons li “a 20-3} 27-2 22-9) 
Stillbirt 189} 27| 22 294; 29) 39 
Rate per 1,000 total 
bi (including 
stillborn) .. |. 21 33 


* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

t Includes ry form for England and Wales, London (administrative 
county), orthern Ireland. 

$ Includes puerperal fever for England and Wales and Eire. 
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MEDICAL NEWS 


Medical News 


Any Questions? 


Canadian Red Cross Memorial Hospital 

At an “At Home”’ for local medical -practitioners held at the 
hospital on Dec. 6, presided over by Mr. Ralph Marnham, Director 
of the Department of Surgery, Sir Francis Fraser spoke on “ Post- 
graduate Medical Education at a Hospital Centre.” Sir Francis 
referred to the association of the hospital with a university centre 
and of the various forms of postgraduate education which might be 
developed under the new Service. Dr. E. G. L. Bywaters, Director 
of the Special Unit for Juvenile Rheumatism, Dr. G. D. Hadley, 
Director of the Department of Medicine, Dr. L. E. Glynn, Director 
of the Department of Pathology, -and other members of the medical 
and surgical staff of the hospital were present, and the wards and 

departments of the hospital were open to visitors. 


New President for Tuberculosis Association 

Dr. F. R. G. Heaf has. been elected President of the Tuberculosis 
Association. He is Honorary Consulting Medical Director of the 
British Legion Village at Preston Hall, near Maidstone, and Nayland 
Sanatorium, near Colchester, where ex-Service men and women 
suffering from pulmonary tuberculosis are treated. 


Leprosy Research 
Prof. John Lowe, of Calcutta University, has gone to Nigeria to 
institute research into the treatment of leprosy by sulphones. 


COMING EVENTS 

Conference on Remedial Gymnastics ° 

The Ling Physical Education Association (Hamilton House, 
Bidborough Street, London, W.C.) has arranged a conference on 
remedial gymnastics at Sloane School, Hortensia Road, Chelsea, 
London, S.W., on Monday, Tuesday, Wednesday, Thursday and 
Friday, Dec. 29, 30, and 31, 1947, and Jan. 1 and 2, 1948. The 
programme opens at 9.30 a.m. on Dec. 29 with a lecture by 
Dr. Harold Balme on “ The Place of the Remedial Gymnast in the 
National Health Scheme.” Contributions by other members of the 
medical profession are as follows: Dec. 29, 1.45 p.m., Dr. Doris M. 
Baker, lecture-demonstration on “ Remedial Treatment in School 
of Children with Postural Foot Defects.” Dec. 30, 1.45 p.m., 
lecture by Prof. A. B. Appleton, “‘ Feet and Posture”; 2.50 p.m., 
Dr. Doris M. Baker, lecture-demonstration on ‘‘ The Medical Sig- 
nificance of Postural Valgus Deformity of the Foot.” Dec. 31, 
9.30 a.m., lecture-demonstration by Dr. F. S. Cooksey, “ Postural 
Defects of the Spine in Childhood and Adolescence”; 11.20 a.m., 
lecture by Dr. Maud F. Forrester-Brown, “‘ Team Work in the Pre- 
vention and Cure of Postural Defects.” Jan. 1, 4.35 p.m., Dr. J. L. 
Dunlop, “* The Place of the Educational Gymnast in a School Health 
Service.” The fees are: whole conference (including travelling 
expenses to various institutions), £2 2s. (if paid in advance) or £2 5s. 
(if paid at conference); per day, 14s. or 15s.; single session, 3s. 


APPOINTMENTS 


The Minister of Health has made the following appointments to 
Regional Hospital Boards: 


Oxford.—Mr. H. A. Goddard, Welfare Officer of Morris Motors 
Ltd., member of the Committee of the Radcliffe Infirmary and vice- 
chairman of the local hospitals contributory scheme, to fill the 
vacancy caused by the resignation of Prof. Seddon owing to pressure 
of other work. 

South-western.—Mr. W. J. Carter, chemist at the Imperial Smelt- 
ing Corporation and one of the workers’ representatives on the 
board of the Bristol Royal Infirmary, to fill the vacancy caused by 
the  amcnenc of Major Egbert Cadbury owing to pressure of other 
work. 

Sheffield —Dr. J. G. McCrie, Dean of the Faculty of Medicine of 
the University of Sheffield, to fill the vacancy caused by the resigna- 
tion of Prof. E. J. Wayne. 


BIRTHS, MARRIAGES, AND DEATHS 
BIRTH 


Stanbridge.—On Dec. 2, 1947, at No. 8 R.A.F, Hospital, Germany, to Inez 
Holland, wife of Group Captain R. H. Stanbridge, O.B.E., a son. 


DEATHS 
Larson.—On Nov. 30, 1947, at 621, Loughborough Road, Birstall, Leicester, 
John Richard Larson, M.B., Ch.B., aged 54. 
Mamiock.—On Dec. 6, 1947, at Musgrove Park Hospital, Taunton, Somerset, 
Harold Charles Mamlock, M.D. 
Stome.—On Dec. 9, 1947, at The Stone House, Rose Hill, Dorking, Surrey, 
William Gream Stone, M.D., F.R.C.S., aged 81. 


Syphilis in a Nursing Mother . 


Q.—When an apparently healthy full-term baby is born 
a mother who in the second month of pregnancy had q pried 
blood Wassermann reaction, for which she received the aad 
antisyphilitic treatment during the remainder of her preg 7 
is it advisable to administer antisyphilitic treatment to the baby 
despite a negative serological test for syphilis, or is one justified 
in waiting until tests become positive or the baby develo 
clinical evidence of the disease? Can the breast milk of 
clinically healthy woman with a positive serological test be fe 
with impunity (a) to her own baby who is clinically healthy \ 
and sero-negative, and (b) to someone else’s baby who L\ 
apparently healthy and in whom there is no reason to suspect \ 
syphilis? Is it likely to make any difference whether the woman 
has or has not had antisyphilitic treatment ? 


A.—The sero-negative baby of a sero-positive mother should 
not receive antisyphilitic treatment merely because the mother’s 
Wassermann reaction was positive. The baby should be ke 
under careful observation and its blood should be tested once 
a month for six months. If at the end of this time the bg 
shows no clinical or serological signs of syphilis it can he 
considered free from infection. The treatment given to the 
mother may well have been sufficient to protect the child 
but not to reverse the Wassermann reaction of the mother. 
A syphilitic woman may suckle her own baby even though 
it appears free from syphilis, but she should not suckle 
someone else’s healthy baby. Apart from the possible 
presence of spirochaetes in the breast milk, the organisms 
might be conveyed through a cracked nipple. Previous treat- 
ment, especially with penicillin, reduces the chance of a 
syphilitic woman passing her infection on to her baby or 
to anyone else, in proportion to the adequacy of the treat- 
ment given. It should be remembered that a positive sero- 
logical test for syphilis is not necessarily equivalent to a 
diagnosis of syphilis. 


Enuresis in Young Adults 


Q.—Can anything be done to benefit chronic enuresis in 
young adults? In the case I have in mind full neurological 
and urological examinations have proved negative. 


A.—This condition is almost certainly a psychological one. 
Drug treatment, such as the use of belladonna, may sometimes 
break a vicious circle in that the very suggestion of past failures 
makes for present and future ones, whereas a few nights of 
success might give greater confidence and start a new rhythm. 
But in the vast majority of cases the specific unconscious causes 
of the enuresis have to be discovered. The commonest are: 
(a) An unconscious desire to return to infancy, associated with 
a fear of going out into life, so that the patient unconsciously 
reverts to his infantile habit. (b) There is very commonly an 
infantile sensuous or sexual basis to the condition, for the 
infant finds pleasure in micturition, as in other excretory func- 
tions, and these, owing to repression, may be fixated and there- 
fore arrested in development. These people often prove to be 
impotent or semi-impotent in adult life. (c) On the other hand, 
the enuresis may represent an unconscious rebellion, and the 
infant often uses this mode of making a nuisance of himself’ 
as a means of getting his own back on his nurse or mother: 
on account of the repression of their assertiveness such patients 
are commonly docile in character. Unfortunately, merely tell- 
ing a patient the causes is not likely to help much, as they are 
repressed and will be denied, so that in most cases analytical 
treatment from a medical psychologist to discover the causes 
offers the only hope of cure. 


Tubercle Bacilli in Cheese 


Q.—Are living tubercle bacilli present in cheese—that is 10 
say, does the process of cheese-making destroy any tubercle 
bacilli which may be present in the milk ? 

.—The answer to this question depends on whether the 
cheese (a) is made from raw or heat-treated milk, and (b),is 
stored long enough to enable any tubercle bacilli present im it 
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‘mediately after manufacture to die out. Generally speaking, symptoms for many years there is always a risk of further 
percle bacilli in milk are destroyed by pasteurization, and recrudescence. Such exacerbations may sometimes be precipi- 
wu tated by deterioration of the general health, or by unaccustomed 


illi in cheese die out within two months in storage 
esc tO" C.). At present about 90% of our cheese is 
# aed. Most of this is made from pasteurized milk, and 
~ very small proportion of it comes on the market in 
po & four months. The chief exceptions are Danish blue 
cheese and the soft Normandy cheeses of the Camembert type, 
both of which are made from raw milk. Danish blue cheese, 
however, is ripened for ten or twelve weeks, so that it should 
be relatively safe. Camembert, on the other hand, is only 
two weeks old at the time of export, and is marketed as rapidly 
as possible after arrival in this country, so that it must be 
regarded as potentially dangerous. Of the cheese made in 
Great Britain an increasing proportion of the Cheddar type is 
ared from pasteurized milk, and little, if any, Cheddar 
cheese reaches the shops in under two months. Cheshire and 
Lancashire cheeses are usually made from raw milk, and may 
be sold within two weeks. It is probable, therefore, that they 
often contain living tubercle bacilli, particularly as they are 
now produced almost entirely in the North Midland region, 
where the incidence of tuberculosis in cows is higher than in 
any other part of the country. Soft cheeses made from salvaged 
milk, and eaten within a few days of manufacture, must also 
be frequently infected. There is no reliable information on the 
danger of eating cheese containing tubercle bacilli. Whatever 
the risk, it is probably considerably less than that of drinking 
raw milk, which not only contains greater numbers of tubercle 
bacilli but is generally consumed in larger quantities than cheese. 
(The subject of cheese-borne infection, with particular refer- 
ence to typhoid fever, was dealt with in an annotation on 
page 730 of our issue of June 12, 1943.) 


Induction of Labour 


Q.—What are the methods of choice for inducing labour in 
cases which are overdue, or in which ii is desirable to induce 
labour two or three weeks early? Authorities seem to vary, 
and I should like to know the latest views. 


A4.—Medical induction is preferable to surgical methods and, 
although it is rarely successful unless the patient is at or past 
term, should always be tried first except when there is urgency. 
Medical induction consists in the usual castor oil, enema, and 
hot bath ; quinine should not be used if the foetus is alive. It 
is difficult to prove, but nearly all obstetricians believe that 
this drug is harmful to the child and may cause its death. 
Posterior pituitary extract, if used at all, should be given with 
caution and in the smallest doses ; moreover, it is often contra- 
indicated by the condition for which induction is necessary— 
for example, toxaemia of pregnancy or disproportion. When 
the foetus dies in utero, priming of the uterus with oestrogens 
for five to eight days before the medical induction is an advan- 
tage, but it is doubtful whether oestrogens have any significant 
effect when the foetus is alive. 

Of the surgical methods, rupture of the forewaters is 
probably the most’ popular, but it should be carried out only 
when the’ cervix is already effaced and the presenting part is 
fitting well down into the pelvis. Some prefer to tap the hind- 
waters with a Drew—Smythe catheter. Stripping of the mem- 
branes from the lower uterine segment, either alone or 
preparatory to withdrawing liquor, is also a useful procedure. 
The use of bags, bougies, and tubes has been largely abandoned, 
and most obstetricians believe that no surgical method of induc- 
tion should be practised when the foetus is dead. When the 
pregnancy is not ripe for induction—that is, when the present- 
ing part is not engaged or the cervix is long and undilated— 
induction is best avoided. 


Osteomyelitis of Femur 

Q.—What is the prognosis in adult cases in which osteo- 
myelitis of the femur began in childhood? What is the correct 
treatment for a discharging sinus when x-ray examination shows 
no evidence of a sequestrum ? 

A.—When chronic osteomyelitis follows an acute haemato- 
genous attack the prognosis for permanent cure is notoriously 
uncertain, particularly if multiple “flares” of infection have 


eccurred. Even after complete skin-healing and absence of 


cutaneous vessels. 


activity of the part, or by injury. In spite of the uncertainty 

of the long-term prognosis, however, it should as a rule be 

possible to clear up existing sinuses by appropriate treatment. . 
This usually necessitates surgical exploration of the extent of 

the sinuses and eradication of their cause—most often a seques- 

trum or a persistent area of osteitis. The fact that sinuses 

persist indicates with certainty either one or both of these 

lesions, even if the radiographs are apparently negative. 
Surgical treatment on these lines should be supplemented by 

an adequate period of general rest, preferably in an open-air 

hospital, and by temporary immobilization of the affected part. 

Adequate doses of penicillin both during and after the opera- 

tion increase substantially the prospects of cure ; indeed, under 

penicillin control it has in many cases been possible, after 

removing all diseased bone, to obtain first-intention healing by 

primary suture of the skin. It is perhaps better, however, to 

leave the wound open for five to fourteen days and then under- 

take delayed primary suture or a skin graft. 


Treatment of Sclerodermia 


Q.—Dihydrotachysterol was reported to have given excel- 
lent results in sclerodermia (J. Amer. med. Ass., 1946, 130, 570). 
Has this claim been substantiated by further reports ? 


A.—There is no certain treatment for sclerodermia. Psycho- 
genic factors may be important. Gold therapy sometimes helps, 
as may x-ray therapy locally in small dosage. The reference 
cited is to a case of sclerodermia following thyroidectomy and 
probable removal of the parathyroids, so that there were special 
circumstances indicating the use of dihydrotachysterol. The 
writer has not found help from the antihistamine preparations 
or calciferol. Recently the local application of promin jelly 
has been advocated in America (Wuerthele-Caspe, V., Brodkin, 
E., and Mermod, C., J. med. Soc. N.J., 1947, 44, 256). 


Chilblain of the Nose 


Q.—Is there a remedy for chilblain of the nose? Except 
in the warmest weather my nose is very cold and inclined to 
be red. For the past five or six years, with the onset of cold 
weather, the end of the nose becomes swollen and shiny and 
a typical chilblain develops. I have tried prolonged courses 
of calcium lactate, vitamins, nicotinic acid, and short-wave 
diathermy without success. I am 74 and lead an active and 
busy life. I never before had a chilblain. %.- 


A.—It is not common for chilblains to appear first at this 
late age; such an event suggests a degenerative change in the 
The questioner has tried most of the 
accepted remedies without success, but iodine has been 
acclaimed by some. It should be prescribed as Lugol’s iodine 
5 drops twice daily, increasing the dose slowly to 60 drops in 
the day; it may be combined with dried thyroid, especially 
if the patient is over weight. Bathing the affected part with 
equal parts of hydrogen peroxide (15 vols.) and hot water for 
ten to fifteen minutes daily, followed by vigorous friction with 
a rubefacient such as methyl salicylate ointment, often gives 
relief. Artificial sunlight has been found by many to be a 
useful prophylactic. 


Unequal Pupils and Fibrillatory Twitchings 
Q.—{a) What significance should be attached to unequal 
pupils in a candidate for life insurance ? 
(b) Do fibrillatory twitchings in muscles invariably indicate 
the onset of a neuropathic muscular atrophy? I have two 


patients who exhibit this phenomenon in the calf muscles ~ 


following high ligation of the saphenous veins. 


A.—{a) Unequal pupils in themselves do not debar a candi- 
date from life insurance. A consistent pupillary inequality 
should, however, call for special clinical vigilance on the part 
of the examining medical officer. He should, to begin with, 
determine which of the pupils is the “normal” one—that is, 
whether the smaller pupil is forming part of the syndrome of 
‘an oculo-sympathetic paralysis. X-ray examination of the neck 
and chest, a blood Wassermann test, and an examination of 
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the cerebrospinal fluid may be necessary. Most important of 
all is a scrupulous examination of the nervous system. 

(b) No; fibrillatory twitchings (including also fasciculation) 
do not necessarily indicate a progressive muscular atrophy, or, 
indeed, any other organic neurological affection. — 


Irradiated Ergosterol and Cancer 


Q.—1 understand that most vitamin-D concentrates are pre- 
pared by irradiation of ergosterol. Is there any risk that in 
the process carcinogenic substances are produced by the action 
of the rays on impurities? Has work been done on experi- 
mental animals to exclude this possibility ? 


A.—The irradiated products of ergosterol are not carcino- 
genic. There have been no reports of tumour formation in 
animals treated with irradiated ergosterol or calciferol, nor 
are there any clinical reports stating that the long-continued 
use of calciferol in large doses—for example, in arthritis or 
lupus—has resulted in tumour formation. 


Irradiation of Tonsils 


Q.—Is it possible to destroy the tonsils and adenoids other 
than by operation? 


A.—Irradiation by x rays or radium has been used for many 
years to destroy lymphoid tissue, including that contained in 
the palatine tonsils; but it is obvious that not all the com- 
ponents of the tonsils can thus be destroyed, so that the end- 
result will be a fibrous remnant most probably containing 
pockets of infection. In the nasopharynx, on the other hand, 
irradiation may be of the greatest value in destroying the small 
collections of lymphoid tissue behind the Eustachian openings. 
Any competent radiologist would advise on treatment by 
irradiation. 

Ligation of Pulmonary Veins in Phthisis 


Q.—Has the attempt ever been made in progressive phthisis 
to ligate the pulmonary veins or to induce damage to the mitral 
valve on the grounds that mitral stenosis and regurgitation 
cause improvement in, or immunity from, the disease ? 


A.—Ligation of the pulmonary veins has been performed for 
the treatment of unilateral pulmonary tuberculosis by Sauer- 
bruch and others. The benefit, if any, which resulted from this 
procedure appears to have been transient, and the treatment is 
no longer used. 


Action of Amphetamine 


Q.—What is the pharmacological explanation of the stimu- 
lating action of amphetamine ? 


A.—Amphetamine is 8-phenylisopropylamine, and there is 
also available a dextrorotatory form. Both substances have a 
similar stimulating action. The pharmacological explanation 
of this effect put forward by Mann and Quastel (Biochem. J., 
1940, 34, 414) is that these substances inhibit the action of 
amine oxidase, which is an enzyme present in the brain. This 
enzyme normally forms aldehydes in the central nervous system, 
which inhibit glucose metabolism and so keep the brain partly 
depressed. Amphetamine then stimulates the brain by stopping 
the formation of these aldehydes. 


NOTES AND COMMENTS 


Marital Phthisis—Dr. RaymMonp (The Chest Clinic, 
Hammersmith Hospital, W.) writes: In the Journal of Oct. 25 
(p. 679) a correspondent asked a question which brought up again 
the old problem of marital phthisis, and you published a reply in 
which you rightly stated that the reports on the subject are con- 
flicting and that it is therefore difficult to be dogmatic about it. 
References were given to Fishberg (1932), who concluded that the 
incidence of marital phthisis is about 3%, and to Opie and 
McPhedran (1932), who in a small series found that “20% of the 
‘ consorts of sputum-positive individuals developed clinically mani- 
fest disease.” The above writers in their turn quote older authori- 
ties—e.g., Pope and Pearson (1908), who examined no less than 
40,000 couples and found scant evidence of marital infection, and 
Arnould (1925), who found some evidence of transmission in 53,000 
couples. It occurred to me that your correspondent, and perhaps 
others, might care to have some Simple up-to-date figures of the 
incidence in a London borough. 

In the Borough of Hammersmith (1946 population 111,860) there 
were on Sept. 30, 1947, 1,279 notified cases of tuberculosis of all 


types on the dispensary register. The majority of these 
cases of pulmonary tuberculosis. Of of are 
married women and 222 are married men, making a total of 
Of these there are 12 couples—i.e., 24 of the total ot Ae. 
partners are notified cases, and this gives an incidence of so 
After a perusal of the case records 4 of these consorts 3%. 
said to have acquired the disease from the other partner fi 
reasons as that both were notified cases prior to marriage, ped 
are left, therefore, with 8 persons from a total of 424° We 
who can probably be said to have acquired the disease from 
husband or wife, and this is equivalent to roughly 2%, The the 
bers here are small and it is doubtful whether in such 9 en 
series it would be profitable to create further subdivisions and ¢ 
duce a more detailed statistical summary. It is not Claimed 
these figures give more than a broad picture of the inden 
marital phthisis under present-day conditions in a London bo ba 
The incidence of 2% is, I think, surprisingly low and will . 
perhaps to reassure those who are unduly nervous in connexion with 
the chances of adults acquiring the disease by contact. 

I wish to thank Dr. F. M. Day, Medical Officer of Health for 
the Borough of Hammersmith, for permission to publish thes 
details; my colleague, Dr. Vernon Wilson, for his kind help and 
co-operation; and Sisters Catherine Lomasney, Mary Hernon, and 
Margaret Adams for their invaluable help in the preparation of the 
figures. 


Removal of Superfluous Hair.—Dr. AGNES SAVILL (London, W) 
writes: I was glad to see Dr. Clara Warren’s admirable letter 
(Dec. 6, p. 942) on this distressing subject. I dealt with its trea. 
ment in a special chapter in The Hair and Scalp, 1944, London 
In 1938 a lady was sent to me as one drifting into deep melancholia. 
She lived in two rooms and never went out except after dusk 
I advised a daily pumice stone for the extensive thick masculine 
growth over her chin. This I said would cost a few pence, whéreas 
adequate treatment might run into £100, even with minimum fees 
She replied, “ That would cost less than the asylum awaiting me 
Please start at once.” Soon after the war had begun she walked 
into my room erect, smiling, radiantly happy. She had been 
at the head of one of the largest comforts agencies and was a busy 
woman from morn to night. “ Did I ever spend money so 
as when I decided to have this long treatment?” she remarked. 

Patients give varied accounts of the pain with the three methods | 
employ. Electrolysis is effective, but slow, and very boring to the 
operator. I had an excellent short-wave machine brought from 
Vienna about 1931. When parts wore out and could not be replaced 
during the war, Dr. Warren and Messrs. Schall told me to use 
my long-wave diathermy machine, monopolar method. This I found 
very successful. Pain some say is greater with the short wave; 
others say the contrary. Some dislike electrolysis; others prefer it. 
With very thick hairs one has to use large currents with either 
apparatus; this causes considerable reaction and with diathermy 
the depression resulting often takes long to disappear. Hence of 
recent years I have been coming to the conclusion that with very 
thick deep-rooted hairs it is wise to give some tugging to remove 
the hair ; it returns in a few weeks, but it is then finer and more 
readily loosened. Hairs which have been plucked usually have 
twisted roots. I have an illustration of such golf-stick-curved roots 
in The Hair and Scalp. Even with the greatest care, and 
even when the hair comes out with ease, it is astonishing how’ 
these very thick hairs may return three to four times. To aid the 
pain with the operation I have found Bonain’s solution well rubbed 
in over the affected region is the best local anaesthetic. 


_Correction.—Prof. J. Beattie makes the following corrections to 
his paper which appeared in the Journal of Nov. 22 (p. 813): 
P. 813, col. 1, line 3: for “1929” read “ 1930”; p. 813, col. |, 
lines 4 and 5: for “ experimental animals” read “ man”; p. 815, 
col. 1, line 38: for “them” read “it”; p. 816, col. 2, line 45: 
for “cortin” read “ cortex” ; p. 817, References: for “ Cuthbert 
son, D. P. (1929). Biochem. J., 23, 1328” read ‘* Cuthbertson, 
D. P. (1930). Biochem. J., 24, 1244.” 
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